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THE PHYSICIAN AND THE ALCOHOLIC 


he medical profession has always been 
T reluctant to grapple with the problems 

which are inherent in alcoholism. Phy- 
sicians have long given lip service to the idea 
that alcoholism is a disease and that the 
alcoholic is a sick person, but the vast majority 
of the profession lacks any enthusiasm for 
engaging in work with alcoholics, either -in 
treatment of the individual victim or in the 
broader attack on the public health problem 
which alcoholism has now become. 

The reasons for such reluctance are not hard 
to find. In general those reasons fall into two 
categories — first, the instinctive attitude of 
the doctor toward the alcoholic and his prob- 
lems and second, the state of mind engendered 
by disappointing results in the treatment of 
alcoholics. 

Physicians generally reflect the thinking and 
attitudes of the society in which they operate, 
and a very large segment of society looks on 
the alcoholic as an object of contempt and 
ridicule. Most of us enjoy our moderate use of 
alcohol as a social lubricant. Our restraint in 
its use gives us a sense of superiority over the 
individual who cannot control his drinking. 
By comparison he is a weakling, lacking in 
both judgement and self control. Instinctively 
we class him with the other socially unaccept- 
able and medically uninteresting patients. It 
is probably not surprising that physicians 
should lag behind the clergy in their whole- 
hearted acceptance of the Christian doctrine 
of the brotherhood of man. “There, but for 
the grace of God, go I” becomes instead — 
“What a pity — and he had such tremendous 
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The medical problems inherent in chronic 
alcoholism have long failed to provoke en- 
thusiastic response from physicians. This is due 
in part to instinctive attitudes of doctors and 
in part to disappointing past experiences with 
alcoholics. The conception of chronic alcoholism 
as a disease has been accepted reluctantly, 
sometimes with tongue in cheek. The role of 
alcohol as an anesthetic is emphasized. Newer 
methods of treatment provide a much more 
effective approach to some of the more trouble- 
some aspects of this great and growing public 
health problem. , 











possibilities”. Nor is it fair to stigmatize the 
medical profession alone for their failure to 
apply this fundamental Christian principle in 
relationship to the alcoholic — a great many 
clergymen have adopted the same attitude. 
Then, too, it must be remembered that phy- 
sicians are individualists. They are at their 
best as solo performers, not as members of a 
team. And teamwork is the keynote in work- 
ing with alcoholics. Clergymen, counsellors 
and laymen in Alcoholics Anonymous with 
their varied skills and differing approaches are 
all essential to any long range program of re- 
habilitation of the alcoholic. A physician ac- 
customed to having his opinions respected and 
advice followed implicitly by his patients is 
due for a rude awakening when he expects 
such response from his alcoholic patient. The 
addictive drinker will listen to and agree with 
the dire predictions his physician presents but 
his subsequent behavior leads inevitably to 
the conclusion that he heard not a word that 





was said to him, or hearing it, reacted in the 


manner so characteristic of the alcoholic — 
“It can’t happen to me”. 

Perhaps there is in most of us a bit of the 
sadist. That regrettable trait comes to the 
front when we encounter an alcoholic who 
fails to take our considered advice and con- 
tinues to drink even after we have pointed out 
to him that alcohol is responsible for his 
difficulties with his work, with his family, and 
with his health. It is difficult, in such circum- 
stances, to refrain from the caustic comments 
which such conduct would seem to justify. 
But there are several reasons why the physi- 
cian should curb his impulse to adminster a 
tongue-lashing. In the first place his own 
composure takes a severe beating; secondly, he 
seriously jeopardizes his chances of ever re- 
taining the confidence of the alcoholic who 
has already been kicked around to the limit of 
endurance; and finally, the patient, confused 
as he is by what the A. A.s call “alcoholic 
thinking”, is in no way able to accept cor- 
rection and reacts with resentment. This failure 
of the alcoholic to heed advice based on per- 
fectly obvious reasons is not due so much to 
his innate contrariness as to actual impairment 
of frontal lobe brain function, recognizable as 
Bennett’ has shown, by significant changes 
from the normal in the electroencephalogram 
patterns. 


Bitter experience has taught most doctors 
that the alcoholic can rarely be handled suc- 
cessfully at home. The patience of his long 
suffering family has been so thoroughly ex- 
hausted that they either submit to his judge- 
ment about needing another drink or badger 
him into more extravagant displays of ab- 
normal behavior to attain his objective of 
oblivion. What is the doctor to do then when 
he knows he is licked before he starts if he 
has. to use home treatment? Too many hos- 
pitals have imposed such restrictions about ad- 
mission of alcoholics that they can only enter 
by subterfuge or at prohibitive expenses The 
commercial drying-out establishments offer no 
solution other than a temporary and expensive 
surcease from the annoyance of the alcoholic’s 
unpredictable behavior. It is not remarkable 
that, in such circumstances, most doctors pre- 





fer to steer clear of any commitment in the 
treatment of the alcoholic. 

The recognition of alcoholism as a disease 
would seem to place it in such a distinctive 
category that the full and complete coopera- 
tion of the medical profession would be en- 
listed unquestioningly. But such is not the 
case. In the first place there are many who 
challenge the statement that it is a disease — 
they say this terminology is being used so that 
the constructive attitude which is entertained 
toward the sick can be extended to cover a 
difficult social problem. Then there is the mat- 
ter of professional pride — physicians, not lay- 
men, have traditionally laid the ground rules 
for any new disease. In the case of alcoholism 
the moving spirits have been laymen rather 
than physicians. 

As far back as 1804, Thomas Trotter, an 
Edinburgh physician, had proclaimed in a 
widely read essay, that chronic drunkenness 
was a disease. But the clergy of that day re- 
garded him as a poacher on their private pre- 
serves. Salvation of the village tosspot was the 
privilege of the men of the cloth who, if they 
failed to reform him, could always use him as 
a whipping boy. To explain chronic drunken- 
ness on a physical basis rather than as a mani- 
festation of the depravity of man was, in those 
days, closely akin to heresy. While such ideas 
are not as universally held now, they still color 
the thinking of many zealots in the fight 
against the use of beverage alcohol. 

Throughout the 19th century in this country 
there were occasional abortive efforts to estab- 
lish some institutions where alcoholism could 
be treated but no real progress toward ac- 
cepting the alcoholic into the ranks of the 
simply sick was made until after the first 
World War. The impetus for this somewhat 
revolutionary idea came largely from two 
sources, the Laboratory for Applied Physiology 
in connection with Yale University and the 
enthusiastic membership of a new and vital 
organization known as Alcoholics Anonymous. 
Both of these began to sway public opinion 
in the early ’30’s and in 1946 the 158th Gen- 
eral Assembly of the Presbyterian Church in 
the United States formally recognized the 
proposition that after drinking had passed a 
certain point, alcoholism is a disease and that 
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thereafter drinking cannot be controlled by 
mere resolution on the part of the drinker. 

This was a big break-through, but however 
learned this august body of the Presbyterian 
Church might be, its concept of what con- 
stitutes the earmarks of a disease would hardly 
satisfy the more exacting criteria of the medi- 
cal profession. Somewhat belatedly and with 
considerable nudging from non-medical 
groups organized medicine has come to take 
its stand unreservedly with the proponents of 
the disease theory. But every physician is not 
thereby compelled to subscribe to it and many 
will continue to have doubts about the true 
classification of this vast problem with its 
manifold etiological factors, protean sympto- 
matology and confusion of techniques for 
treatment. Even the doubters, however, will 
have to admit that only since the disease con- 
ception of alcoholism has taken root has there 
been any real advance in its therapy. 

Alcohol, like ether, is primarily an anes- 
thetic. Its administration, as in the case of 
ether, is attended by an initial period of ex- 
citement, later followed by a period of vary- 
ing degrees of anesthesia. Then, as the agent 
is withdrawn, the excitation reappears. Al- 
coholic euphoria, somnolence, stupor and 
hangover have their counterparts in the stages 
of ether anesthesia. Ether is used to prevent 
and relieve physical pain; the anesthetic 
properties of alcohol are employed chiefly for 
the relief of mental pain. 

Mental pain takes many forms — frustra- 
tions, intolerance for anxiety or tension, feel- 
ings of isolation, suspicion, feelings of in- 
feriority, fears of all sorts, disappointments. A 
low threshold for mental pain is a personality 
characteristic of the majority of persons who 
become addicted to alcohol. And for them 
alcohol works. It may destroy his career, his 
marriage, his health — but for relief of his 
immediate mental pain nothing works as 
quickly or as consistently. And no anesthetic 
or tranquilizer has a more disturbing after- 
math. There is no evidence that alcoholism 
can develop in the absence of some mental or 
emotional disability. When that disability 
vanishes, temporarily to be sure, under the 
effects of alcohol, the stage is set for the 
initiation of another victim into the burgeon- 
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ing ranks of the addictive drinkers. There are 
already over five million of them in this coun- 
try. 

Treatment of the chronic alcoholic is under- 
going constant change. Many approaches have 
been advocated. Each has had some brilliant 
results but in all candor it must be admitted 
that the failures far outnumber the successes. 
To make treatment in some form available to 
the alcoholic is still one of the major chal- 
lenges to the medical profession. That it has 
not been met as wholeheartedly as other pub- 
lic health problems is understandable but 
with more and more hospitals accepting 
alcoholics as patients and with ever more 
effective means of controlling the acute 
phases of this chronic illness, definite headway 
is being made. The introduction of such tran- 
quilizers as promazine, chlorpromazine and 
trifluoperazine has given physicians much 
more effective aids for the drying-out period. 
The possible benefits of hypnosis in creating 
aversion to alcohol are beginning to be re- 
ported.” Disulfiram (Antabuse) has already 
proved itself an effective deterrent, especially 
where the assistance of a third party, the em- 
ployer or the spouse, can be enlisted to ensure 
the uninterrupted administration of the drug. 

To regard the completion of the drying-out 
period as the end of the physician’s responsi- 
bility to his alcoholic patient is to miss a 
singular opportunity for starting him on the 
road to arresting his otherwise progressive dis- 
ease. A cursory warning to avoid liquor in the 
future is about as effective as telling the dia- 
betic to cut out sugar. Such cavalier dismissal 
might be excusable with the skid-row alcoholic 
but it must be remembered that these consti- 
tute about 5% of the problem drinkers. The 
phenomenally effective efforts of A. A. are 
available in almost every community for fol- 
low-up and many state sponsored programs 
for long term rehabilitation are in operation 
or planned for the near future. 

No worker in the field of alcoholism has any 
illusions about the success of the present ap- 
proaches to this great public health problem. 
Indeed, many have concluded that the 
eventual control of alcoholism will be found 
in the realm of prevention rather than treat- 
ment. Here we have two choices — a 
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quickened public comprehension of the causes, 
symptoms and essential nature of the disease 
or the abolition of alcohol. With respect to this 
last terrifying possibility Berton Roueche’ in a 
recent issue of The New Yorker quotes St. 
John Chrysostom in whose Homilies written 
in the 4th century appeared this pertinent ob- 
servation — “I hear many cry, “Would there 
were no wine! O folly! O madness!’ Is it the 
wine that causes the abuse? No. (For) if you 
say, ‘Would there were no wine!’ because of 
drunkards, then you must say, going on by 
degrees, ‘Would there were no night!’ because 
of the thieves, ‘Would there were no light’ be- 
cause of the informers, and “Would there were 
no women: because of adultery.” 





In more recent times this same thought has 
been up-dated in the argument that we should 
prohibit the sale of sugar because our diabetic 
population would be harmed by its excessive 
use. 

By whatever means alcoholism is finally 
controlled, if ever, there are with us, as of to- 
day, over five million alcoholics. Their medi- 
cal problems are very real — they cannot be 
shrugged off nor side-stepped. 
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ACCIDENTS IN CHILDREN 


JULIAN P. PRICE, M. D. 
Florence, S. C. 


he leading cause of death in children in 
7. this country is accidents. In 1957, the 

last year for which figures are available, 
there were approximately fifteen thousand 
boys and girls under the age of 15 who lost 
their lives through accidents. In South Caro- 
lina there were 348 deaths from accidents in 
children, with the causes as follows: 


Automobiles 100 
Fire and burns 73 
Mechanical suffocation 52 
Drowning 38 
Food obstruction or 

suffocation 35 
Poisoning 7 
Falls 6 
Firearms 4 
Miscellaneous 33 


Comparison of vital statistics on the national 
level with those of South Carolina shows that 
the fatal accident rate (number of deaths per 
100,000 of population) in South Carolina was 
well above the national average. In this state 
we had a proportionately larger number of 
deaths due to motor vehicles, fire, firearms, 
and drowning. We were below the national 
average in fatalities due to railroads, aircraft, 
and falls. 





Accidents are the greatest enemy of the life 
and welfare of our children. The practicing phy- 
sician must be in the vanguard of those who 
deal with accidents — their care and their pre- 
vention. He must not only know how to handle 
the severely injured child, but he must partici- 
pate actively in an educational campaign to 
prevent accidents. This campaign should be 
carried on in his office, in the home, and at 
any public gathering at which he has the op- 
portunity to speak. 











The figures which I have cited have refer- 
ence to fatalities only. For every child killed, 
there were probably four or five permanently 
disabled or crippled. This means that some 
75,000 children in the U. S. and 1,700 in S. C. 
suffer fatal or serious injuries each year. Add 
to this the thousands thousands of 
youngsters who suffer lesser injuries with 
temporary disability and need for medical 
care, and one begins to sense the magnitude 
of the condition which exists. 

The problem which I have presented is of 
national concern and can be solved only as all 


upon 





of those who are involved—the children and 
all of those who deal with children—co- 
ordinate their efforts in a united campaign to 
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reduce the tragic toll. And if the physician is 
to fulfill his role as protector of the health of 
the people, he must be in the forefront of this 
united band. 

What can you and I as practicing physicians 
do in a crusade against accidents? The first 
essential is that we acknowledge facts. The 
nature of our daily work tends to make us 
think of death and medical need in terms of 
disease, and it is difficult for us to realize that 
accidents are the leading killer and crippler of 
our children. We must realize that auto- 
mobiles, fire, drownings, and firearms are 
greater menaces to the lives and health of our 
boys and girls than poliomyelitis, diphtheria, 
tuberculosis, and rheumatic fever. We must 
convince ourselves that most accidents can be 
prevented and that it is our duty to advise 
and educate toward this end. 

It is also essential that we recognize those 
various human factors which enter into the 
creation of accidents and learn how to deal 
with them—the inability of an infant to care 
for itself, the innate curiosity and adventure- 
someness of children, the assertiveness and de- 
sire to show off of the adolescent, the failure 
of parents to accept the responsibility which 
is theirs, ordinary carelessness as well as in- 
difference and ignorance in both adults and 
children. 

In any educational program aimed toward 
reducing the number and hazards of accidents, 
the physician should begin with himself. 
Through panels such as is being held today 
and through study, he must keep aware of the 
best methods of treating the injured child. He 
must know how to determine which patient 
can be treated in the office and which needs 
to go to the hospital; how to care for the pa- 
tient in shock; how to handle the child with 
extensive burns or with a severe head injury. 
Above all, he should know how far he can go 
with his own abilities and training and when 
he should call on colleagues for help. 

One particular phase of the program in 
which the physician will need help is in the 
realm of poisons. Drugs, insecticides, rat 
poison, floor polish—is there anything the 
youngster will not sample? (It has been esti- 
mated that 600,000 youngsters in this country 
swallow poison each vear.) Fortunately we 
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now have Poisons Centers in Columbia and 
Charleston, and all a physician needs to do, 
day or night, is to call one of these and the 
information he needs is forthcoming. 

The physician would do well to adopt a 
safety program in his use of drugs. Careful in- 
structions should be given to the druggist and 
to the family when drugs are prescribed. The 
father or mother should be told what the drug 
is for and how it is to be given. General in- 
struction on the label should be avoided. “A 
teaspoonful as needed” may be understood 
the day the drug is prescribed, but a month 
later the parents may have forgotten the in- 
dication for its use and the size of the spoon 
to be used—with unfortunate results. 

The amount of drug prescribed should be 
limited to a quantity sufficient for two or three 
days. To prescribe only what is needed for an 
acute illness and that only for a specific period 
of time is good medicine—and it is also one 
of the first steps in the prevention of drug 
poisoning. The medicine closets of many fami- 
lies are cluttered with bottles half filled with 
medicine and boxes partially filled with tab- 
lets which are potential poisoners of children. 

In talking to parents in his office, the phy- 
sician should keep accidents ever in mind and 
should discuss their prevention. This is of 
particular importance when there are younger 
children in the family. Mention should be 
made of the type of activities in which the 
child is likely to participate and the need for 
special care that should be taken with respect 
to stoves, floor furnaces, electric outlets, elec- 
tric cords, insecticides, stepladders, etc. If 
possible, the parent should, be given a check 
list of potential danger points in the home and 
yard which he can use as a reference. Parents 
should be urged to teach safety practices to 
their children—when and where to ride tri- 
cycles and bicyles, how to cross a street, how 
to walk along the public highway, how and 
where to shoot air rifles, under what circum- 
stances to swim and dive, ete. 

The children themselves should be talked 
to about accidents. Many a youngster will pay 
more attention to his doctor than he will to 
his parents, and this is particularly true of the 
older child and adolescent. 

While paying calls in the home, the physi- 
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cian should cast an appraising eye on the 
house and yard. Are the stairs safe? Are 
matches and cigarette lighters lying around? 
Are there safeguards around the stove or floor 
furnace? Are the screens in the windows well 
anchored? Are there open ditches in the yard? 
These are but a few of the questions which the 
observing physician might ask himself as he 
goes on his way. 

Literature relative to accidents and _ their 
prevention should be available in the physi- 
cian’s office, and parents should be urged to 
take this material home for careful reading. 
Pamphlets on safety are available from sev- 
eral insurance companies, from some health 
departments, and from certain medical or- 
ganizations, and these should be used freely. 
There is no telling how much effect such read- 
ing has, since statistics give the number of 
accidents sustained and not the number pre- 
vented, but I am sure that much good does 
ensue. 

Finally, the physician must become a cru- 
sader in the cause of accident prevention. In 
season and out, he must preach the gospel of 
safety. In the office, in the home, at meetings 
of the P. T. A., before service clubs and church 
groups, in public gatherings of various types, 
he must discuss the problem and enlist the 
support of others. 

Poliomyelitis did not disappear with the 
announcement of the Salk vaccine. It will be 
eradicated only when the public is educated 
as to the value of the product and takes the 
necessary steps to have everyone vaccinated. 
Just so accidents will not be brought under 





control through studies of their incidence and 
cause. They will be reduced in number only 
as all of us who deal with children, along with 


the children themselves, appreciate and under- 
stand the problem and put into effect the vari- 
ous measures which are needed to protect our 
boys and girls against the great killer and 
crippler of childhood. 


Pamphlets are available to physicians for 
distribution to their patients. 

The companies which publish them are glad 
to send them to physicians free—in quantities 
up to 100 to 200—upon request. 
Metropolitan Life Insurance Company 
One Madison Ave., New York 

A Formula for Child Safety 
Caution—Babies learning 
Your Family’s Safety 
Health Education Service 
John Hancock Mutual Life Insurance Co. 
200 Berkley St., Boston 
When the Unexpected Happens 
Safe at Home—and in the Community 
Prudential Life Insurance Company of 
America, Newark, N. J. 
Check Your Home 
Safety—Your Children’s Heritage 

A large number of pamphlets dealing with 
various types and phases of accidents is pub- 
lished by 
National Safety Council 
425 N. Michigan Ave., Chicago 

A list can be had upon request. They are 
sold at a minimum cost. 
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ENDOMETRIOSIS 


SOME UNUSUAL FEATURES 


he purpose of this paper is to present 
T some of the more unusual situations in 

which endometriosis may occur, and to 
discuss the treatment of endometriosis in gen- 
eral. The discussion is along clinical lines and 
will be confined to external endometriosis. 
This is defined as ectopic endometrium occur- 
ing elsewhere than in the uterine musculature, 
as contrasted with internal endometriosis or 
adenomyosis. 

We think of endometriosis as being a dis- 
ease of menstrual life occuring most fre- 
quently between the ages of 30 and 40 years, 
with a history of sterility. Acquired dysmenor- 
rhea, or aggravation of already existing dys- 
menorrhea is present, as well as pre-menstrual 
and post-menstrual pain. Often there is dys- 
pareunia and there may be painful defecation 
if the rectum is involved. The process pro- 
gresses slowly and steadily until the pain is 
severe and constant. There may be menstrual 
irregularity, with the passage of dark blood. 

The finding of enlarged ovaries is a well- 
known sign, as well as fixed, tender, nodular 
masses in the cul-de-sac, or the posterior sur- 
face of the uterus and along the utero-sacral 
ligaments. Such is the usual pattern of the dis- 
ease. However, deviations from this occur 
sufficiently frequently to require considera- 
tion. Some of these are as follows: 

1. Early Endometriosis—Endometriosis may 
occur fairly frequently in the 20-30 year 
age group, when the clinical course is more 
rapid and severe. It should not be excluded 
on age alone. Fallon* reports nine cases 
under the age of 20; Clark’ reports the 
youngest in a girl 11 years of age. 

Post-Menopausal Endometriosis—At the 
other extreme we may encounter endo- 
metriosis after the menopause. The process 
is generally considered to be dependent on 
ovarian function, however it has been re- 
ported frequently enough in post-meno- 
pausal women that it should be definitely 
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There may be a relative as well as absolute 
increase in the incidence of pelvic endo- 
metriosis. If this disease is kept in mind it may 
explain some of the vague symptoms which are 
sometimes encountered. Endometriosis has 
many variations, and may occur at an early age 
or after the menopause, in the fertile multipara 
as well as the infertile nulligravida. There may 
be few physical findings with severe symptoms, 
or pronounced findings with mild symptoms. 
Medical treatment is successful more often than 
is realized. Spontaneous regression is always a 
possibility. Treatment may vary all the way 
from mild analgesics to radical surgery, in- 
cluding radiation therapy. 











considered when the signs and symptoms 
are present. Hunt’ reports a case 9 years 
after the menopause in a 59 year old woman 
who had cramping pain in the lower ab- 
domen for 2 years. At operation a chocolate 
cyst was removed from thé cul-de-sac. 

3. Endometriosis Associated with Normal 
Fertility—Endometriosis has occurred in 
many instances after several normal preg- 
nancies.‘ TeLinde’ reports about 33% ab- 
solute and 46% relative sterility in endo- 
metriosis. The incidence of sterility, how- 
ever is greater than the incidence of closed 
tubes, so that other factors are at work in 
the prevention of conception, that is, other 
than the failure of ovulation. In the absence 
of ovulation there is less pain, and there 
may be a standstill or regression of the pro- 
cess. 

3a. Fertility may be present while endo- 
metriosis is progressing. Conservative treat- 
ment of endometriosis is frequently fol- 
lowed by several pregnancies even though 
the process may be progressing during this 
period of fertility. This becomes evident 
later when the symptoms and findings are 
again severe enough to require a second 
operation and the advanced process is 
found. This occurs frequently enough to 
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justify conservative surgical treatment when 
surgery is indicated. 
Asymptomatic Endometriosis—Another de- 
viation is extensive endometriosis without 
symptoms. It is not unusual to discover the 
typical findings of endometriosis in the ab- 
sence of any symptoms whatsoever—no 
pain, no infertility, and no menstrual ir- 
regularity. Also, it is not unusual to operate 
for ovarian enlargement, or for what ap- 
pears to be inflamatory disease and find 
endometrial implants scattered over the pel- 
vic peritoneum, or an endometrial cyst of 
the ovary. Operation is justified in the pres- 
ence of sufficient findings and especially in 
the presence of persistent ovarian enlarge- 
ment. This latter remark is 
TeLinde’s* figure of 15% malignancy in 
ovarian neoplasms. On the other hand, 
when there is pain only, and no palpable 
findings, one should be more hesitant to 
operate unless the symptoms are properly 
evaluated, and the pain is definitely in- 
capicating. It is in such doubtful cases that 
culdoscopy may be of value. 

Dormant Endometriosis — Related to 
the asymptomatic disease is dormant endo- 
metriosis. In the former there were findings 


based on 


but no symptoms. Here we have symptoms 
with minimal or no findings. Many cases 
will occur mild 
symptoms in the absence of the usual pelvic 
findings. The cul-de-sac may be slightly 
tender and show some thickening, but the 
symptoms are easily controlled by mild 
analgesics for a number of years. While a 


with but characteristic 


tentative diagnosis of endometriosis may 
be made, the symptoms and findings are 
not sufficient to warrant operation until 
after 10 or 15 years. This type of clinical 
course may explain some of the more ob- 
scure and vague symptoms of pelvic pain 
which we see. Frequently the patient will 
complain and we find nothing on repeated 
examinations. We may be inclined to dis- 
miss the symptoms as being of psychogenic 
origin or due to pelvic congestion when the 
patient may have very early endometriosis. 
Spontaneous Regression—In the treatment 
of endometriosis one must keep in mind the 
possibility of spontaneous remission of the 


disease. Long before the menopause it is 
quite possible for the process to regress 
symptomatically as well as physically.’ This 
may be due to a building up of pressure in 
a cyst (ovarian or otherwise) so that the 
glandular structure is destroyed, rendering 
it unresponsive to cyclic hormonal stimula- 
tion. Also, there may be a proliferation of 
connective tissue which the 
glands, so to speak. At any rate, it is pos- 
sible for the areas of ectopic endometrium 


smothers 


to degenerate and disappear or be replaced 
by scar tissue. 

Fever with Endometriosis—Hunt' reports 
that often a low-grade fever may accom- 
pany endometriosis and be present even 
when it could not be accounted for by spill- 
age or rupture of an endometrial cyst. This 
may give rise to some difficulty in differ- 
entiating the diagnosis from inflammatory 
disease of the pelvis. Endometriosis is not 
given as a cause of leucocytosis or of in- 
crease in the sedimentation rate. 
Treatment 

of endometriosis must 


In treatment one 


keep in mind the variations of the disease as 
well as the age of the patient and the number 
of children she has. Many patients have mini- 


mal or no symptoms and are operated on be- 


cause of findings, such as ovarian enlargement. 
On the other hand, some patients are operated 
on because of acquired severe dysmenorrhea 


and no endometriosis is found. 


We may divide the treatment into four 


parts: * 


1. 


Some patients will either need no treatment 
or the symptoms are mild enough to be con- 
trolled by mild doses of sedatives or anal- 
gesics. Various workers find that 30-75% 
of patients can be treated this way. 

Endocrine Therapy—With the use of endo- 
crines relief is obtained by inhibition of 
ovulation or menstruation. The process may 
be brought to a standstill or the lesions may 
be reduced in extent. Pregnancy is often 
suggested as good preventive and therapeu- 
tic treatment for endometriosis. If preg- 
nancy is not contemplated or desired, ovula- 
tion and menstruation can be inhibited by 
estrogens, androgens, or progestins. A state 
of pseudo-pregnancy with decidual reaction 
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can be produced by some of the newer pro- 
gesterone derivatives. 

Estrogens bring about  anovulation, 
amenorrhea, and softening of the entire 
genital tract, and possibly of the areas of 
endometriosis.” Stilbestrol is used in doses 
of 5 mg. daily for 1 week, increasing 5 mg. 
each week until 60 mg. a day is being given. 
Equivalent doses of other estrogens may be 
used in the same manner. 

Methyltestosterone in doses of 10-20 mg. 
daily by mouth inhibits ovulation; 25-50 mg. 
intramuscularly once or twice a week will 
accomplish the same. One must always be 


those a little younger who have their family. 
It is also indicated if the extent of the dis- 
ease diminishes the chance of relief with 
conservative surgery. Radical surgery 
means removal of the uterus, tubes, and 
both ovaries. 


. Irradiation Therapy—Radium or x-ray will 


stop ovarian function and check recurring 
exacerbatious. It does not remove the 
ovarian cyst or other masses which may 
continue to cause discomfort or disability. 
Irradiation should not be used in young 
women. It is not as flexible or adaptable as 
surgery. 


aware of the masculinizing potentialities of | Irradiation may be useful in two types of 
testosterone—acne, hirsutism, deepening of cases: 


the voice, enlargement of the clitoris. These 1. Poor operative risks—Radium, x-ray, and 





changes have been brought about by as 
little as 250 to 300 mg. per month orally or 
150-200 mg. per month intramuscularly. 

One method of inducing pseudo-preg- 
nancy’ is with the use of norethynodre]l 
(Enovid) orally 10 mg. daily for 2 weeks 
and increasing 10 mg. per day every 2 
weeks until 40 mg. per day is being given. 
This inhibits ovulation and produces a 
secretory endometrium (which is not shed ) 
with a decidual effect in the areas of endo- 
metriosis. The treatment should be con- 
tinued for 6 or 7 months. Menstruation does 
not occur. Noriutin and Provera are like- 
wise effective in inhibiting the menses but 
do not produce a decidual reaction. These 
are both oral preparations. Provera in 2.5 
to 10 mg. doses is one of the most potent of 
the newer progestins. 

Delalutin is an intramuscular form of 
progesterone which may be given 62.5 mg. 
weekly for 2 weeks, increasing by 62.5 mg. 
every 2 weeks until 500 mg. is being given 


in the 11th. and 12th. weeks. 


3. Conservative Surgery—Factors concerned 


in surgery are age, marital status, number 
of children, or infertility status, and severity 
of symptoms. Conservative surgery means 
preserving the childbearing function when 
possible and desirable, or at least preserving 
one or both ovaries. Opinions differ as to 
the value of presacral neurectomy. 

. Radical Surgery—Radical surgery is indi- 
cated in women near the menopause or in 
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radon seeds have given considerable relief 
for many years. If sufficient relief is not ob- 
tained by x-ray, surgery is indicated. 


. Post-operative activity—If symptoms persist 


after operation x-ray may be useful. 
Special Dangers—Crossen* cites some 
special dangers to watch for in treating 
endometriosis surgically. Extreme caution 
is necessary due to the extensive adhesions. 
These are not a simple agglutination of sur- 
faces, as in inflammation, but actual tissue 
invasion into the wall of adjacent structures 
such as the small intestine, sigmoid, rectum, 
and bladder. If dissection is not very care- 
ful these structures may be torn. There is 
no line of cleavage. Sometimes dense cul- 
de-sac adhesions make removal of the cer- 
vix difficult, in which case it is better to 
leave it rather than risk perforation of the 
rectum. The cervix may be coned out from 
below if necessary. 

Post-operative peritonitis and paralytic 
ileus are real dangers after surgery for ex- 
tensive endometriosis. It is safer to drain 
all such cases post-operatively, as well as 
those in which endometriosis is suspected 
because of dense adhesions. 

Two other things to bear in mind in con- 
nection with endometriosis are first, that 
spontaneous rupture of an endometrial cyst 
may occur, resulting in acute abdominal 
emergency; and secondly, that carcinoma 
of the ovary may develop in an endometrio- 
sis of the ovary. 
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Summary 


1. Endometriosis has many variations. It may 
occur at an early age, or after the meno- 
pause. 

2. Fertility may be good in the presence of 


endometriosis. 

3. Endometriosis may be advanced, with pro- 
nounced findings on examination, and yet 
the symptoms may be few or absent. On 
the other hand, the symptoms may _ be 
severe in the presence of very few physica\ 
findings. 

4. Endometriosis may regress spontaneously 
without treatment. 


wt 


In a high percentage of cases endometriosis 
can be treated with mild analgesics, seda- 
tives, and hormones. 

6. Surgical treatment must be individualized 
and adapted to the particular needs of the 
patient under consideration. Age, marital 


PERICARDIAL BIOPSY 


here are numerous methods of classify- 
. ing pericarditis, and once the presence 

of this condition has been established 
it is most important to attempt to categorize 
the condition etiologically, so that proper 
therapy may be brought to bear. This condi- 
tion may be acute or chronic, fibrinous, sero- 
fibrinous, purulent, serosanguinous or hemor- 
rhagic and may arise from any one of approxi- 
mately eight etiological categories.’ 

Except for acute nonspecific pericarditis, in 
which all of the facts of etiology are not yet 
at hand, pericarditis is secondary to disease 
elsewhere in the body, whether this disease 
be infectious, metabolic, neoplastic, traumatic, 
or allergic in nature. 

Once the presence of pericarditis has been 
established there are two major problems 
which must be faced during the acute state— 
the establishment of specific etiology, and 
the prevention of cardiac tamponade or sub- 





status, desire for children, and extent of the 
disease are factors governing surgical treat- 
ment. 

Irradiation has a limited use in the treat- 


~l 


ment of endometriosis. 
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A readily utilizable procedure in establishing 
the specific etiology of pericarditis is recognized 
as real need. The need for establishing the pres- 
ence or absence of a tuberculous etiology is 
particularly important and the established prac- 
tice of aspiration and examination and culture 
of the material so obtained has definite draw- 
backs. Three cases are presented in which sur- 
gical biopsy of the pericardium was used in an 
attempt to establish the etiology of the peri- 
carditis. Pericarditis of nonspecific etiology was 
proven in one case and tuberculous etiology in 
the other two cases. 











Where the 
secondary nature of the pericarditis is obvious, 


sequent adhesive pericarditis. 
as in the case of uremia, myocardial infarction, 
etc., the problem of the pericarditis itself is not 
important. The situation in which the diag- 
nostic problem generally arises is that in which 
the pericarditis is the presenting difficulty and 
in which etiologically indicated modes of 
therapy might be noncompatible or even dia- 
metrically opposed. 
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In this type of situation, the diagnostic punc- 
ture is the initial procedure of choice and 
serves the purpose of establishing the presence 
of effusion, the type of effusion, and in some 
cases the etiology. It will also, of course, be a 
means of relieving tamponade in many cases. 
However, where the etiology is not revealed 
by the initial one or two specimens of aspirate, 
(and this will be so in the majority of cases ), 
it is fair to utilize a more revealing procedure 
if such is available. The need for such a pro- 
cedure is intensified by the unpleasantness and 
danger inherent in repeated aspirations and 
by the relative limitations of diagnostic use to 
which one can put the material so obtained. 

On the basis of a so far limited personal ex- 
perience, and the somewhat wider experience 
of others, we are considering the use of a 
pleuro-pericardial window as a nearly routine 
procedure in all cases whose etiology remains 
obscure following one or two paracenteses. 

Proudfit and Effler* in 1956 reported the 
results and application of pericardial biopsy 
and the formation of a_pleuro-pericardial 
window in 16 cases. In these cases 10 were 
proven to be chronic pericarditis of nonspecific 
etiology. One case was proven to be tuber- 
culous and one due to Streptococcus viridans 
by the use of tissue culture. Three cases of 
unusual etiology were revealed—a case of 
chylopericardium, carcinoma arising from the 
thymus gland, and one case of radiation fibro- 
sis. In these cases a pleuro-pericardial window 
was formed to allow drainage of pericardial 
exudate into the pleural cavity and from 
thence it could be aspirated with greater ease. 
However, subsequent thoracenteses were few 
in number. There was no evidence of trans- 
mission of the disease to the pleura. 

We have had two cases of acute pericarditis 
of unknown etiology thus far in which a de- 
finitive diagnosis was quickly made by peri- 
cardial biopsy. A third case yielded non-speci- 
fic findings. 

Case 1—F.S. A 49 year old Negro male referred 
with a history of increasing tiredness and shortness of 
breath for a period of two to three months. His symp- 
toms had begun with a marked cough and subsequent 
chest x-ray films had shown progressive cardiac en- 
largement. Significant findings on examination in- 
cluded overall cardiac enlargement, heart sounds of 
poor quality, blood pressure in the range of 190/100 
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mm. Hg., ECG findings compatible with pericarditis 
with sinus rhythm, tachycardia and inversion of “T” 
waves in all leads except AVR. There was no evidence 
of pulmonary tuberculosis. Initial pericardial para- 
centesis yielded 300 ml. of serous fluid. Culture of 
this fluid yielded acid fast bacilli one month after the 
aspiration. Several subsequent paracenteses were per- 
formed and during the course of his illness the pa- 
tient developed congestive heart failure and an ex- 
tremely narrow pulse pressure. On the twenty-seventh 
hospital day a pericardial biopsy was made through 
a thoracotomy incision in the left fourth intercostal 
space under sodium Pentothal, nitrous oxide and 
ether anesthesia with intratracheal intubation. The 
patient developed temporary shock during the pro- 
cedure but showed no postoperative complications. 
Thoracotomy drainage from the left pleural cavity 
was used but discontinued on the second postopera- 
tive day. A definitive diagnosis of granulomatous peri- 
carditis of tuberculous etiology was reported 24 
hours following the biopsy. 

Case 2—R.B.H. A 33 year old Negro female ad- 
mitted with a chief complaint of increasing dyspnea 
and swelling for two to three weeks. Examination re- 
vealed swelling of the left arm, bilateral pleural 
effusion, ascites and pedal edema. X-ray revealed 
marked overall cardiac enlargement and _ pericardial 
paracentesis yielded 500 ml. of grossly bloody fluid 
which did not yield acid fast bacilli. On the sixth 
hospital day pericardial biopsy with formation of a 
pleuro-pericardial window was performed using the 
same technique as in the previotis case. Pathological 
report of granulomatous pericarditis, probably tuber- 
culous in etiology, was reported from the biopsy 
specimen. Two thoracenteses were performed post- 
operatively with the removal of 1300 ml. of sero- 
sanguineous fluid. 

Case 3—L.S.F. A 52 year old white female who 
began in May of 1958 to have recurrent arthralgia 
and was found in June of 1958 to have pericardial 
effusion. She showed mild anemia and leukocytosis to 
as high as 18,000 cu. mm. Chest x-ray films and fluoro- 
scopy showed enlargement of the cardiac shadow com- 
patible with pericardial effusion. The patient was 
treated with steroids with remission of symptoms while 
on this therapy, but prompt exacerbation at its ter- 
mination. She was subsequently referred to the Medi- 
cal College Hospital in Charleston where pericardial 
paracentesis and pericardial biopsy were both done. 
Fluid specimen from the paracentesis failed to yield a 





diagnosis on examination or culture. At operation the 
pericardium was found to be adherent to the epi- 
cardium and about 2 mm. in thickness. Pathological 
report showed “non-specific inflammatory changes.” 
She was treated for tuberculosis for six months as a 
safety measure and is at present well and healthy.® 
Comment: In the first case almost one 
month could have been saved in proving the 


*Use of this case was kindly allowed by Dr. N. B. 
Baroody. 
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etiology of the illness if thoracotomy and 
biopsy had been performed after the initial 
one or two paracenteses. This patient is alive 
and has been doing fairly well on full anti- 
tuberculous therapy two and a half years after 
his hospitalization. Signs of constrictive peri- 
carditis with congestive heart failure are still 
present but well controlled. The patient re- 
fused further surgery for the constrictive peri- 
carditis. The second patient has done well 
since surgery on full anti-tuberculous therapy. 
She has not developed signs or symptoms of 
constrictive pericarditis or congestive heart 
failure. 

Summary: Three cases of acute pericarditis 
in which etiology was proven by pericardial 
biopsy are presented. In view of the fact that 





the proof of the etiology of pericarditis is 
difficult by the usual procedures except, per- 
haps in the unusual cases or purulent peri- 
carditis, it is felt that the biopsy procedure is 
highly acceptable for more widespread diag- 
nostic use. There are, of course, certain 
dangers inherent in subjecting the patient to 
thoracotomy but we feel that these dangers 
are in most cases outweighed by the time 
saved in making a diagnosis and thus being 
able to begin definitive treatment on what is 
usually a very dangerous disease process. 
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THE EMERGENCY TREATMENT OF SEVERE BURNS 


he emergency treatment of severe burns 
T can be regarded as a therapeutic tri- 

umph. Very few patients are lost in the 
first week, no matter how severe the burn, 
respiratory tract burns, which are infrequent, 
being an exception. Renal shutdown is rare 
and usually reflects inadequate treatment.’ 

The objective is to restore and maintain 
blood volume. This is done easiest by first 
referring to one’s favorite fluid calculator. 
Baxter Laboratories’ calculator, based on the 
work done at Brooke Army Medical Center, is 
excellent. 

Severe burns are second degree burns of 
over 30 per cent or third degree burns of over 
ten per cent of the body surface or burns in- 
volving the respiratory tract. 

Remember that edema increases for two or 
three days, so even slight respiratory distress 
shortly after the burn will indicate a trach- 
eostomy.* A history of prolonged smoke in- 
halation or burns of the face should put one 
on guard for this possibility. 

As soon as this decision is resolved, the pa- 
tient is weighed and taken to the operating 
room. 
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The emergency treatment of severe burns is 
usually successful if blood volume is maintained. 
The Brooke Army fluid calculator is recom- 
mended. Renal shutdown is rare and most often 
reflects inadequate treatment. 

All patients are taken to the operating room 
on admission. Catheters are placed in an ankle 
vein and bladder. Sedation for the clean up is 
given by Demerol drip into the tubing. The 
burned areas are washed with Septisol and all 
blisters removed. No dressings are applied. 











A cut-down is done at the ankle. A Mead- 
Johnson infusion catheter is inserted in the 
vein and fluid administration is begun. A 
Demerol (meperidine) drip is plugged in and 
as much given as needed for comfort during 
the clean-up of the burn. 

The clean-up is a gentle washing with dilute 
Septisol. Blisters and dirt are removed and the 
areas washed with saline. 

A Foley catheter is inserted. Blood is drawn 
for blood count, typing and hematocrit. 

The patient is returned to her room— 
seventy-five percent of the time it is her room, 
her dress having caught fire. She is placed on a 
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Stryker or Foster frame, or in bed under a 
cradle. 

Orders are now written. These will contain 
the calculated fluids, hourly urine output, 
tetanus prophylaxis and antibiotics, and seda- 
tion—Demerol or morphine as needed, in the 
tubing. 

The desirable output is 10 to 20 ml. per 
hour for children under a year, 20 to 30 ml. 
per hour from one to ten years of age, and 30 
to 50 ml. in older children. 

If the child is under two years, give less 
electrolyte. Divide the fluid calculator’s esti- 
mate in half and make up the difference with 
dextrose in water or give it half and half. 

It is best to order nothing by mouth. Vomit- 
ing and distention may occur with any severe 
trauma. The intake is under complete control 
with the ankle catheter. 

The urine output is the main guide for fluid 
requirements, but only for the first 48 hours.’ 
After that, if things go well, an ad lib. oral in- 


Myasthenia gravis in one monozygotic twin. By 
Milton Alter, M. D. and O. Rhett Talbert, M. D. 
(Charleston) Neurology 10:793-798, August 1960. 

The case of a 6-year-old Negro boy with myas- 
thenia gravis is described. He had a normal, mono- 
zygotic twin in whom latent myasthenia could not be 
demonstrated by the curare provocation test. The 
implications of this example of discordance for 
heredity as an etiologic factor in myasthenia gravis 
are mentioned. Examples are cited of myasthenia in 
familial aggregates, where heredity might have 
played a part, but information in these reports is toe 
incomplete to permit generalization about genetic 
mechanisms. No environmental factor was uncovered 
to explain the development of myasthenia in only 
one of the twins. 


Geographic distribution of multiple sclerosis. Mil- 
ton Alter, R. S. Allison, O. R. Talbert (Charleston ) 
and L. T. Kurland. World Neurology 1:55-68, July 
1960. 

Development of the concept that multiple sclerosis 
is more common in colder regions than warmer zones 
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take is allowed. Potassium should be with- 
held for the first 48 hours, then added. 

The tube is usually removed from the cut- 
down in four or five days. If the hematocrit 
does not show a high normal and if veins are 
scarce, one last transfusion is given before re- 
moval. 

The Foley catheter is removed in four or 
five days, depending on the general condition 
of the patient and location of the burns. 

If the patient comes to you and you don't 
expect to follow through with the grafting, it 
is best to send her on. 

If the trip is a half hour or less, a small dose 
of morphine or Demerol intravenously and a 
clean sheet is all that is needed. If it is to take 
longer, do the cut-down and start some fluids 
—probably dextran in saline. 
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is reviewed. An epidemiologic survey in 2 comparable 
communities showed a prevalence of multiple sclerosis 
2.4 times greater in the community that lies 1,200 
miles farther north. The prevalence rates per 100,000 
inhabitants were 13.5 for Charleston County, South 
Carolina, and 32.3 for Halifax County, Nova Scotia. 
Particular attention was paid to the formulation and 
uniform application of diagnostic criteria, and almost 
all the cases in each community were personally ex- 
amined by the same team of investigators. 

Age distribution of the patients was similar in each 
community, and age-specific prevalence rates were 
higher in Halifax in almost every age group. Possible 
reasons for the difference in prevalence include 
methods of locating cases, racial and other differences 
in population composition of the two communities, 
various clinical features, and genetic factors. However, 
none of these variables was considered to be of 
sufficient magnitude to explain the difference in 
prevalence. The present study supports the view that 
the prevalence of multiple sclerosis does vary with 
geographic latitude. The explanation of this promises 
to aid in clarifying the etiology of multiple sclerosis. 








WHAT TO TELL THE PATIENT AND FAMILY IN 
TREATING INJURIES OF THE UPPER EXTREMITY 


he patient and family usually think all 
broken bones should heal perfectly 
straight and that all 
should move perfectly. This is often not the 
case. A great deal of disappointment can be 
avoided if the interested parties are told at 


injured joints 


the beginning what one might expect in the 
case of a fracture, a dislocation, or a severed 
tendon. If an explanation can be made as to 
how and why the result may not be perfect 
and what complications might arise, the pa- 
tient and family will be mentally prepared for 
the results or complications. 
Shoulder 

In a fracture of the neck of the humerus, 
tell the patient that a stiff, painful shoulder is 
the thing to be avoided. I have seen a good 
number of painful stiff shoulders following a 
simple Colles fracture. Overhead shoulder 
exercises were not stressed. In an arm fracture, 
overhead shoulder exercises should be carried 
out several times a day. Demonstrate and 
start gravity exercises even at ten days and 
stress overhead exercise quickly, sometimes 
even before you are certain of bony union. The 
reason you will not see a refracture after light 
union is that the patient will guard against 
pain. I have never seen a refracture of the 
neck of the humerus, even if overhead exer- 
cises are started at the third or fourth week. 
The thing to fear in an injury about the 
shoulder in a patient over 45 years is a pain- 
ful stiff shoulder. Tell the patient the more the 
shoulder moves, the less painful it will be, and 
the less it moves, the more painful it will be. 

Elbow 

This is the area in which we see the most 
misunderstanding in the minds of the patients 
and families. The anterior capsule of the elbow 
is naturally slack in flexion in the uninjured 
elbow. After injury, be it a supracondylar 
fracture or dislocation, nature, in her healing, 
thickens and ties this capsule so that complete 
extension will not take place, even in young 
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In treating injuries of the upper extremities 
it is wise to have a talk with the patient or the 
parents of the patient and tell them what re- 
sults are to be expected and what complications 
might arise. For example, in a fracture of the 
elbow limitation of motion in extension is very 
common. 











children. After a perfectly reduced and 
treated supracondylar fracture, there is often 
a residual flexion contracture of the elbow of 
20 to 40°, or more. After dislocation of the 
elbow in the adult, or even a fracture of the 
head of the radius, this lack of full extension 
may be 40 to 80°, i. e., the patient may be able 
to extend the elbow just a few degrees beyond 
a right angle. If all this is explained in advance 
to the parent or patient, the question, “Why 
cant John straighten his elbow?”, or “Why 
can't I straighten my elbow?” will not arise 
with such excitement as it does in the case 
when no explanation has been made. While 
we are talking about the elbow, we should 
bring up the growth factor in children. In a 
good many cases of supracondylar fractures, 
even those well reduced and treated, the 
lateral epiphysis of the humerus outgrows the 
medial, and some degree of gunstock deform- 
ity develops in the next few years. Tell the 
parent this often happens and you wish to 
observe the child for several years to see if 
this comes about. Tell the parent the supra- 
condylar fracture is one of the fractures most 
often followed by complications. 
Forearm 

In fractures of the shaft of the radius and 
ulna, bowing may be an embarrassing de- 
velopment. Bowing usually takes place to- 
wards the extensor side due to the fact that the 
radius is already bowed this way normally, 
and secondly, the flexor muscles, which are 
much stronger than the extensors, act as a 
tightening string on the bow to increase the 
bowing. 
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Explain all this to the parents. Take an x-ray 
picture at ten days or make the cast “bivalve” 
and remove the arm and look at the alignment. 
If bowing has occurred, it will be easy to cor- 
rect. 

Wrist 

Fractures usually give little trouble. There 
are exceptions. 

In a comminuted fracture of the radius at 
the wrist, radial deviation often takes place. 
Tell the patient this may happen. Insist on the 
patient using a sling. When the arm and cast 
are held without a sling, the strong thumb 
muscles and muscles attached to the radius 
accentuate this radial deviation. 

Stress finger motion. A stiff finger is more 
disabling than stiffness of any other joint. 
Often a patient will not move the fingers since 
this causes pain. Before you reduce the Colles 
fracture, tell the patient you wish him to start 
moving the fingers as soon as he awakes. The 
movement you wish most is flexion of the 
interphalangeal joint. Gripping a ball is not 
nearly as effective as trying to grip a pencil. 
The metacarpo-phalangeal joint motion is 
often easy to get started—the interphalangeal 
is difficult. Since it is not natural to move the 
fingers when it causes pain, you may have to 
see the patient often—even every day or so— 
and entreat, beg, or maybe even bully him 
into moving the fingers. In a Colles fracture of 
the aged, it is usually wise to place a splint or 
cast on with wrist in neutral, not attempting 


Autogenous vein grafts and Teflon grafts as small 
vessel prostheses, R. R. Bradham and D. B. Nunn. 
(Charleston) Arch. Surg. 81: 136-139, July 1960. 

The purpose of this study was to determine the 
merits of autogenous veins and Teflon tubes as re- 
placements for arteries with an external diameter of 
5 mm. or less. The Teflon was chosen because of its 
proved superiority as an artificial prosthesis for large 
and medium arteries. The vein grafts were used as 
they are autogenous tissue which will retain viability. 
Braided crimped Teflon grafts and autogenous femoral 
vein grafts measuring 25 mm. in length and 5 mm. 
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to reduce the fracture, but stressing finger 
motion. 
Finger Injuries 

Injuries of the tips of the fingers and the 
metacarpals do not give the doctor or patient 
much disappointment. 

The injuries of the proximal and mid phal- 
anges are a far different story. They often 
give great disappointment. A comminuted 
fracture of the proximal phalanx may heal 
with flexion contractures of the interphal- 
angeal joints. The flexor tendon may be in- 
volved. If the flexor tendon of one finger does 
not have full excursion of motion, the un- 
injured fingers are often left with limitation of 
motion or some flexion contractures of the 
interphalangeal joints. Explain all this to the 
patient. To make it dramatic, tell the patient 
a surgeon will probably have less residual dis- 
ability with a fracture of the femur (the 
largest bone in the body) than he would with 
a comminuted fracture of the proximal phalanx 
of his index or middle finger. 

Summary 

Patients and family are usually very reason- 
able if they know what to expect in injuries. 
It will often save the physician embarrassment 
and the patient disappointment if he will 
simply explain to the interested parties the 
possible outcome and possible complications 
in the different type injuries of the upper ex- 
tremities. 


in external diameter were used to bridge the defect 
in femoral arteries of adult mongrel dogs after ex- 
cision of a segment 20 mm. in length. Patency of the 
grafts was determined by palpation of the femoral 
pulsation daily and by lumbar aortograms at two 
months after operation. All animals were killed when 
grafts became occluded or at six months after opera- 
tion. Seven out of fifteen vein grafts remained patent. 
Five out of ten Teflon grafts remained patent. The 
merits of the two types of grafts used are discussed. 
Observations were made regarding the factors related 
to thrombosis in these small arteries. 
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HEAD INJURIES 


n evaluating any traumatic injury certain 
I specific details pertaining to the accident 

are indispensable. In head injuries the fol- 
lowing information establishes the basis for 
subsequent action: (1) time and nature of 
accident, (2) mechanism and the character of 
the object with which it made contact, (3) 
site of maximum injury to the scalp and skull, 
(4) the clinical condition of the patient, (5) 
changes in the conscious state since injury, and 
(6) estimate of neurological dysfunction and 
recognition of changing neurological signs. 

Attention should be directed initially to the 
adequacy of the cardiorespiratory mechanism. 
Every effort should be made to insure satis- 
factory pulmonary ventilation. When respira- 
tory exchange is hampered by a combination 
of thoracic and cerebral injuries, tracheostomy 
may be effective in providing an adequate air- 
way. Shock, per se, is seldom produced by a 
head injury alone. If shock is present, further 
study should be made to rule out the presence 
of a fracture, a dislocation, or a hidden hemor- 
rhage. 

Because of the rich blood’ supply lacerations 
of the scalp seldom become infected. Lacera- 
tions should be cleaned and loosely sutured. 
At the time of suture, however, one should 
explore the wound with the finger for any 
possible fracture or depression of the skull. 

Fractures of the skull may involve either the 
base or vault and can be divided into simple, 
compound, linear, comminuted or depressed. 
The simple linear fracture usually requires no 
specific therapy except when the fracture ex- 
tends into the middle ear. Antibiotics should 
be given in these cases. Simple comminuted or 
depressed fractures are not surgical emer- 
gencies but should be corrected if the cos- 
metic result is unacceptable or if there is 
associated cerebral dysfunction. Compound 
fractures should be promptly elevated and the 
wound closed. A convulsion shortly after in- 
jury suggests contusion or laceration of the 
brain. No specific treatment is indicated unless 
further attacks occur and then proper anti- 
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In evaluating any traumatic injury certain 
specific details pertaining to the accident are 
indispensable. Attention should be directed 
initially to the adequacy of the cardiorespiratory 
mechanism. Compound fractures should be 
promptly elevated and the wound closed. The 
presence of a lucid interval with subsequent 
unconsciousness is strongly suggestive of intra- 
cranial hemorrhage. In patients who show signs 
of progressive deterioration the presence of an 
expanding lesion such as an epidural or sub- 
dural hematoma should be considered. 

Intelligent nursing care and careful observa- 
tion with institution of appropriate treatment 
will salvage some of these victims. 











convulsant measures should be instituted. An 
attack of decerebrate rigidity is always a grave 
sign indicating brain stem damage. Dilated 
and fixed pupils are also grave signs and give 
a poor prognosis. 

The presence of a lucid interval following 
a head injury, where a patient is dazed, re- 
covers consciousness, and later becomes 
drowsy and comatose, is strongly suggestive 
of intracranial hemorrhage such as epidural 
or intracerebral hemorrhage. Children, shortly 
after having a cerebral concussion, often show 
intermittent drowsiness, headache, and vomit- 
ing for several hours after injury followed by 
complete recovery. The persistence of such 
symptoms, however, should be looked upon as 
being caused by intracranial hemorrhage until 
disproven. 

Roentgenograms of the skull are advisable 
unless the patient is in shock or has other 
serious injuries. The patient should be ex- 
amined by x-ray before leaving the hospital for 
medico-legal purposes. The question of lum- 
bar puncture is somewhat equivocal. In per- 
using the literature I find that most neuro- 
surgeons state that it may be of diagnostic 
significance, particularly to rule out the pres- 
ence of blood in the subarachnoid space and 
to confirm increased intracranial pressure. 


If the patient is conscious and complains of 
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discomfort mild anodynes are given as in- 
dicated. Extreme restlessness must be con- 
trolled to prevent the danger of exhaustion as 
well as further increased intracranial pressure. 
The barbiturate derivatives and paraldehyde 
usually serve the purpose quite well. Lately, 
some of the tranquilizers have been used to 
good advantage. Early fluid intake and nutri- 
tional requirements in comatose patients are 
first supplied by intravenous fluids. However, 
after two or three days this is discontinued 
and feeding is begun through a small plastic 
gastric tube. In an adult we usually give 2000 
ml. of fluid containing 2000 Calories per 
twenty-four hours in divided doses. In addi- 
tion, to this, other medication can be instilled 
through the tube quite well. 


The presence of blood or spinal fluid within 
the ear canal usually ceases within a few days 
but antibiotics should be given prophy- 
lactically for the prevention of meningitis. 


Management of delirium tremens—Preliminary ob- 
servations with trifluoperazine. Naseeb B. Baroody, 
Jr., M. D. Waddy G. Baroody, Jr., M. D., and Adrian 
Reed, M. D. and Walter R. Mead, M. D., (Florence, 
S. C.), J.A.M.A. 172:1284-1287, March 19, 1960. 


Delirium tremens, a fairly common syndrome re- 
sulting from prolonged drinking, usually comes on 
after the patient is detoxified, and has a reported 
mortality of from 5-15%. The differentiation between 
true delirium tremens and alcoholic hallucinosis may 
be difficult. The most reliable differentiating features 
are hyperkinesia, hyperexcitability and coarse tremor, 
in addition to those symptoms observed in simple 
alcoholic hallucinosis. 


Because of its reported antihallucinatory effect, 
trifluoperazine (Stelazine) was administered to 23 
alcoholic patients with hallucinosis or delirium tre- 
mens either present or indicated by past history. Tri- 
fluoperazine intramuscularly was found to be the 
most effective route of administration. Of the 23 
patients, 13 had no hallucinations. Of the 10 who 
hallucinated, none was disturbed for more than 3 
days and 7 were oriented in less than 3 days, with a 
total average duration of delirium tremens being only 
1.6 days. 

The basic cause of delirium tremens is not known, 
however, many factors related to alcoholic intake and 
altered metabolism been identified and in- 
vestigated. These include intake and absorption of 
carbohydrates and vitamins, mineral deficiencies, par- 
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Antibiotics also should be given in cases of 
cerebrospinal rhinorrhea. 

In patients who show signs of progressive 
deterioration, which is manifested by changes 
in the vital signs, the presence of an expanding 
lesion such as an epidural or subdural hema- 
toma should be thought of; particularly is this 
so if there are localizing neurological signs. 
These should be explored promptly. Late 
symptoms may be indicative of either a 
chronic subdural hematoma or a chronic sub- 
dural hygroma. 

Intelligent nursing care and careful observa- 
tion with institution of appropriate treatment 
will salvage some of these tragic victims. 
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ticularly magnesium, cerebral edema related to the 
acute alcoholic state, disease with 
altered hepatic function and other factors yet un- 
identified. Current experimentation indicates that the 
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basic defect in patients with delirium tremens may 
occur at the cellular level with alterations in structure 
and biosynthetic mechanism of the brain cells and 
cellular membranes. 

The essentials of management of patients with 
delirium tremens is directed towards correction of the 
patho-physiologic factors involved. Administration of 
an electrolyte solution containing glucose, magnesium 
and large doses of vitamins, especially thiamin, is 
necessary. Insulin once given as a part of accepted 
therapy is now considered of little physiologic use. 
Steroids are of value in supporting the extreme physio- 
logical stress usually encountered. Diuretics may 
diminish the hyperhydremic state, particularly cere- 
bral edema. Tranquilizers, especially the pheno- 
thiazines, have revolutionized the treatment of 
alcoholism. Although they are useless in the acute 
phase, they are of value in controlling the acute 
agitation and restlessness during withdrawal. We 
have no diminution in the incidents of hallucinosis 
following their use. 

We have found trifluoperazine, administered intra- 
muscularly in doses of 2 mg. 4 times a day, to be an 
effective therapeutic measure when added to the 
accepted treatment of delirium tremens. In a limited 
group of patients studied, no toxic reactions or side 
effects were observed. 


FOREIGN BODIES OF THE EAR, NOSE AND THROAT 


EARL JONES, M. D. 
Florence, S. C. 





oreign bodies of the ear, nose and throat 
k occur very frequently for in this small 

anatomical area are five orifices which 
readily receive extraneous matter. 

The external auditory meatus is a skin-lined 
canal approximately 114 inches long and 14 
to \% inch in diameter. Foreign bodies occur 
anywhere along the canal, but are most com- 
monly wedged in the isthmus which is the 
narrow junction between the outer mem- 
branous third and the inner bony two-thirds 
of the canal. Fortunately, most foreign bodies 
become impacted before reaching the tym- 
panic membrane, but occasionally rupture of 
the ear drum and penetration of the middle 
ear occurs. The middle ear is an air filled space 
approximately the size of an aspirin tablet and 
containing three small articulating ossicles 
which bridge the space between the tympanic 
membrane and the inner ear. Dislocation of 
the ossicles or penetration of the inner ear 
seldom happens. Either of these unfortunate 
incidents will result in severe conduction deaf- 
ness from loss of continuity in the ossicular 
chain and total deafness and possible meningi- 
tis from penetration of the inner ear. Fracture 
of the thin bony roof of the middle ear may 
occur in cases of blind, unskilled attempts at 
removal of foreign bodies in this area. Lacera- 
tion of the meninges usually accompanies this 
misadventure and spinal fluid escapes from 
the ear, setting the stage for meningitis and 
possibly death, unless immediate, intensive 
and prolonged treatment is carried out. Oc- 
casionally high velocity projectiles may tear 
through the temperomandibular joint or the 
mastoid and lodge in some portion of the ear. 

Symptoms of a foreign body in the ear may 
be loss of hearing, pain, discharge, tinnitus, re- 
flex cough, vertigo and limitation of motion in 
the temperomandibular joint. Usually the ex- 
aminer is presented with accurate information 
regarding the type of foreign body and the 
time of insertion, but occasionally only the 
symptomatology is given and the foreign body 
is discovered during routine ear examination. 





Foreign bodies of the ear, nose and throat 
occur most frequently in the pre-school young 
and the edentulous elderly. Diagnosis may be 
very simple or extremely difficult. A thorough 
history and physical examination supplemented 
at times by fluoroscopy and x-ray examination 
will usually give the diagnosis. Foreign bodies 
should be removed as soon as possible under 
local or general anesthesia. Perforation of a 
hollow viscus and subsequent cellulitis is the 
most dreaded complication. 











Occasionally foreign bodies will not cause 
pressure, blockage or irritation and may be 
entirely asymptomatic. Living insects fre- 
quently enter the ear and their vigorous move- 
ments may give terrifying noises as well as 
pain. 

Removal of any foreign body of the ear is 
mandatory. General or local anesthesia may 
be required; this depending somewhat on the 
cooperation of the patient, the degree of im- 
paction of the foreign body and the dexterity 
and skill of the operator. 

Instruments most useful for removing for- 
eign bodies of the ear are various hooks and 
suction tips. Use of forceps is likely to push the 
foreign body further in, often complicating 
what otherwise might be a simple removal. 
Gentle syringing may be successful in a non- 
impacted foreign body, but hygroscopic 
foreign bodies, such as beans or peas, may 
complicate by swelling even tighter, making 
removal extremely difficult. Using alcohol in- 
stead of water will prevent this exasperating 
situation. Instrumentation must be meticulous, 
or lacerations and other soft tissue damage 
will result. Bleeding is controlled by packing 
the ear canal firmly with gauze. Infection is 
eliminated or prevented by chemotherapy or 
antibiotics. The patient is followed until nor- 
mal physiology is restored. 

Foreign bodies in the nose are extremely 
common in young children. They usually enter 
through the anterior nares, but occasionally 
they enter through the posterior choanae via 
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the nasopharynx during bouts of sneezing, 
coughing or vomiting. 

Symptoms may be pain or sneezing initially, 
followed by discharge, at first serous or sero- 
sanguinous, but later purulent and malodorous. 
Foreign bodies are rarely bilateral. Frequently 
a child is presented with a unilateral foul puru- 
lent nasal discharge that has failed to respond 
to intensive and prolonged treatment with 
antibiotics. Removal of the foreign body will 
give a dramatic cure. 

Before attempting removal of a nasal for- 
eign body, thorough shrinkage of the mucous 
membrane by several applications of a topical 
vasoconstrictor such as 0.25% phenylephrine 
is desirable for maximal visibility and minimal 
bleeding. General anesthesia, or topical anes- 
thesia with maximum restraint of the heavily 
sedated patient is mandatory, because this is 
no place for a moving target. Thorough in- 
spection of the nose will usually reveal the 
foreign body in the common meatus along the 
floor of the nose, wedged between the tur- 
binates and the nasal septum. The foreign 
body can usually be removed anteriorly, this 
depending on the type of foreign body and 
the number of previous unsuccessful attempts 
at removal. If the object is located extremely 
deep in the nose, it may be necessary to push 
it into the pharynx and recover it from the 
pharynx through the mouth. This requires that 
the patient be in an exaggerated Trendelen- 
burg position to minimize aspiration. Removal 
of nasal foreign bodies is usually accomplished 
with hooks and a large Pilling type suction ap- 
paratus. Ordinarily no follow up care is neces- 
sary after removal of a nasal foreign body. 

Foreign bodies of the mouth are usually 
removed by the patient or members of his 
family. Foreign bodies in the tonsillar area 
and beyond usually require the skill of a phy- 
sician for removal. They are less common in 
the pharynx than elsewhere, because foreign 
bodies do not impact in the pharynx unless 
they have a sticking quality such as pins, sand- 
spurs, small fish bones, etc. These objects may 
be found in the fauces, tonsils, base of tongue, 
valleculae, or pyriform fossa. Occasionally a 
foreign body will be coughed or sneezed or 
vomited from the pharynx into the naso- 
pharynx and may lodge between the 
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eustachian eminence and adjacent structures. 
Foreign bodies in the throat cause pain and 
sticking that is aggravated by swallowing. 

Foreign bodies around the base of the 
tongue and the oropharynx can usually be 
found by routine tongue depression and direct 
inspection. Various forceps are of value in re- 
moval. Objects that lodge in the nasopharynx 
may be visualized by elevating the soft palate 
with a retractor, and viewing the object 
directly. The postnasal mirror or electric naso- 
pharyngoscope will give indirect visualization 
of the foreign body. It is removed by visualiza- 
tion and grasping with the appropriate forceps. 
Foreign bodies of the hypopharynx may be 
visualized indirectly with a laryngeal mirror 
and removed with curved forceps. Many for- 
eign bodies of the hypopharynx are best re- 
moved by direct visualization with a laryngo- 
scope or esophagoscope and removal with 
straight alligator forceps. Copious secretions 
in this area requires good suction. Pharyngeal 
movements, such as swallowing and gagging 
must be minimized by reassurance and heavy 
sedation and adequate topical anesthesia. Gen- 
eral anesthesia is to be avoided for removal of 
foreign bodies in this area because dislodge- 
ment of the foreign body may occur during 
the excitement period and retching with 
aspiration and air way obstruction may neces- 
sitate tracheotomy or bronchoscopy. Small 
children are best “mummied” with a sheet and 
restrained by assistants, including a good head 
holder. 

Foreign bodies that pass beyond the pharynx 
enter either the digestive or respiratory tract. 
The pharynx is a common pathway for food, 
beverages and air. Inferiorly it divides into 
two passages whose entrance is protected by 
a sphincter. The entrance of the esophagus is 
a purse string muscle, the cricopharyngeus. 
Inferiorly is another sphincter, the cardia, at 
the entrance of the stomach. In between are 
two indentations caused by pressure from the 
left bronchus and aortic arch. These indenta- 
tions may arrest foreign bodies in the esopha- 
gus that have bypassed the cricopharyngeus 
and upper cervical esophagus. Most foreign 
bodies occur in the cricopharyneal area or 
upper cervical esophagus. Coins are most 
common in children and bones in adults. Large 
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boluses of food especially meat, may lodge in 
the esophagus of hasty eaters, the edentuolous 
elderly, or the inebriated. Patients with old 
strictures of the esophagus from caustic in- 
gestion many years before, may repeatedly 
come in for removal of food impactions at the 
stricture site. 

Symptoms of a foreign body of the esopha- 
gus depend on the type, point of obstruction, 
and the temperament of the patient. Dys- 
phagia, salivation and regurgitation occur if 
obstruction is complete. Pain and sticking are 
common with sharp objects. Pain may be re- 
ferred to the back or sternum. 

Diagnosis of foreign body of the esophagus 
is suggested by history, supplemented by 
x-ray examination and either confirmed or dis- 
proved by esophagoscopy. If the object is non- 
opaque, the point of obstruction may be 
demonstrated by fluoroscopy while the patient 
swallows a small bolus of cotton impregnated 
with barium. 

Esophagoscopy — for foreign 
bodies may be an urgent procedure if ob- 
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struction is complete, pain usually severe, or 
party wall pressure on the trachea sufficient to 
embarass the airway. Ordinarily, however, 
circumstances will permit careful planning 
for the performance of an orderly procedure. 
Usually esophagoscopy is performed under 
local anesthesia. with maximum sedation in 
adults. Children and some extremely ap- 
prehensive adults require a general anesthesia. 
A protein digestant, papain, may successfully 
digest and break up an impacted bolus of 
meat, making esophagoscopy unnecessary. 
Perforation of the esophagus is a dreaded 
complication which may result when sharp 
objects are swallowed or during their removal, 
especially open safety pins with the sharp 
point trailing. Any foreign body that lodges 
between the pharynx and the cardiac sphincter 
must be removed by esophagoscopy and ex- 
traction of the foreign body with forceps. Ob- 
jects that pass beyond the cardiac sphincter 
usually will pass through the entire gastro- 
intestinal tract without harming the patient. 
However, close observation of the patient is 
required and surgical intervention is im- 
mediately instituted at the first sign of per- 
foration and ensuing peritonitis. As soon as the 


foreign body is recovered from the stool, the 
patient is dismissed. Foreign bodies may rarely 
be impacted at the ligament of Treitz between 
the duodenum and jejunum and require sur- 
gery for removal. 

Foreign bodies of the larynx may com- 
pletely obstruct the airway and require im- 
mediate removal for survival of the patient. 
Lesser degrees of laryngeal obstruction will 
give hoarseness or aphonia. Aspirated sand- 
spurs frequently lodge in the larynx. Direct 
laryngoscopy and removal with forceps is 
performed preferably under local anesthesia. 
If a general anesthesia is required, the operator 
must be prepared to do a bronchoscopy or 
tracheotomy if needed. 

Diagnosis of a foreign body in the tracheo- 
bronchial tree may be extremely difficult or 
relatively obvious. Aspiration of a foreign 
body usually gives an initial violent coughing 
episode, followed by a quiescent period of a 
few hours or days, depending on the type of 
foreign body and the degree of irritation and 
blockage. Nuts and vegetable matter are 
particularly offensive to the tracheobronchial 
tree, and delay in seeking medical care often 
produce a critically ill febrile dehydrated pa- 
tient with bronchopneumonia and atelectasis. 

Diagnosis is made from history and ausculta- 
tion which may reveal wheezing, absent breath 
sounds, or coarse rales. Fluoroscopy may re- 
veal cardiac shifting if obstructive atelectasis 
is present. If obstruction is complete, atelecta- 
sis results. If there is obstruction only during 
expiration, emphysema will result. 

Treatment demands visualization and _ re- 
moval with various forceps during broncho- 
scopy. Most foreign bodies enter the right 
main bronchus because it is more directly in 
line with the trachea. The operative pro- 
cedure is performed under local or general 
anesthesia and the patient is followed until 
asymptomatic and until a normal chest 
roentgenogram is obtained. Any bizarre 
chronic pulmonary infection demands the con- 
sideration of a foreign body and broncho- 
scopy may reward the examiner by uncovering 
an unsuspected foreign body and curing a 
patient whose plight seemed hopeless. Any 
pulmonary symptom from chronic cough to 
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frank hemoptysis may be on the basis of a 
foreign body. 

Bronchoscopy in small children demands 
minimal instrumentation and trauma to avoid 
laryngeal edema which, if severe enough, will 
require a tracheotomy. 

Foreign bodies of the ear, nose and throat 


may range from trivial insignificance to tragic 
demise. Symptoms may be absent or multiple. 
Diagnosis may be simple or extremely difficult. 
Treatment may be elementary or extremely 
complex. Complications may be absent or 
fatal. 





EMERGENCY TREATMENT OF POISONING IN 


THE HOME 


here are some 250,000 toxic or potentially 
T toxic trade name products on the con- 

sumer market. Hence, a common dis- 
tress telephone call that we all get often is, 
“Doctor, I just found little Johnny on the 
floor drinking a bottle of Brand X!”. The first 
reaction of the parent is always panic. Let us 
look at some of the facts about poisoning in 
the home. 

Poisoning was listed as the cause of death 
in 5,883 cases in the United States in 1953.° 
Approximately 150 to 200 cases of poisoning 
are treated for every death. A large majority 
of these cases occur in the home as industry 
becomes more and more safety conscious. 
Most of these cases are accidental and most 
cases involve children. Most children who are 
accidetitally poisoned are in the age group 
under 3 years, the exploring, inquiring tod- 
dlers. By far the majority of accidental home 
poisonings are with medicines, aspirin leading 
the list by a large margin. This is in part due 
to the fact that almost every home with a 
child has a bottle of tasty, flavored, children’s 
aspirin whose taste tempting goodness has 
been extolled by Mommy, Daddy, and an 
assortment of TV announcers. One study of 
accidental poisoning in children revealed that 
most of the children who take poisons ac- 
cidentally are active and curious, most sub- 
stances ingested are easily accessible to chil- 
dren, and parents do not realize that a large 
number of household substances are poison- 
ous." 


After you have received the panic call and 
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Poisoning in the home is one of the most 
common reasons for distress telephone calls. A 
calm approach and proper identification of the 
ingested poison are important. The ingested 
poison should be removed by induction of 
vomiting or gastric lavage except with certain 
types of poisons. 

There are numerous chemical insecticides 
now on the market. Many of these are very 
dangerous. They must be identified properly 
so that proper treatment can be instituted when 
poisoning occurs. 











have calmed the frantic parent, what comes 
next? 

First, the substance ingested should be 
identified and amount taken determined, and 
its toxicity investigated. Fifty per cent of the 
substances ingested by children will be harm- 
less." Some poisons also have specific anti- 
dotes, so they must be properly identified. 
There is a good list of household products 
with the toxic ingredients listed in the back 
of the Physician's Desk Reference. if neces- 
sary, you can call one of the nearby poison 
control centers for information on almost any 
household or industrial product. 

Knowing what you are dealing with, it is 
possible to determine what treatment will be 
necessary. The first step is always to remove 
the patient from the poison or 
the poison from the patient. 


remove 


If the poisonous substance is on the skin it 
should be washed thoroughly with soap and 
water. This is especially important in certain 
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types of insecticide poisoning. Contaminated 
clothing should be discarded, but the patient 
should be kept warm and quiet. Patients who 
are convulsing or who are near convulsion 
should be kept in a quiet room, free from jar- 
ring noises and panicky bystanders. 

Most authorities feel that it is best to advise 
the parent to induce vomiting immediately 
unless the poison is a caustic substance or a 
petroleum distillate. This may be done by 
gagging with a finger. If this is unsuccessful, 
syrup of ipecac in adequate dosage will induce 
vomiting. Most authorities do not advise sub- 
cutaneous injection of apomorphine unless 
you are absolutely sure you are not dealing 
with a depressant poison. 

If you read two articles on poisoning, you 
will always see two diametrically opposed 
views as to whether it is better to use emetics 
or gastric lavage for removing ingested poi- 
sons. One recent study of salicylate poisoning 
revealed that a much more significant amount 
of ingested material was removed by ipecac- 
induced vomiting than by gastric lavage." 
Certainly induction of vomiting is contra-in- 
dicated in poisoning from corrosive materials 
and is probably not wise in poisoning by 
petroleum distillates. Some believe that the 
pneumonia resulting from ingestion of petro- 
leum distillates is caused by aspiration, and 
inducing vomiting or gastric lavage would in- 
crease the danger of aspiration.” Others, how- 
ever, feel that pneumonia results from the 
fact that the ingested petroleum distillate is 
excreted through the lungs. 

The danger of aspiration in an unconscious 
or semi-conscious patient is great, therefore 
many authorities question the advisability of 
gastric lavage in these patients, even for the 
removal of barbiturates from the stomach. The 
most important thing to remember with an un- 
conscious patient is to keep the air way patent. 

Having gone through these general sympto- 
matic measures, specific treatment can be in- 
stituted if necessary. Fortunately, with most 
accidental poisonings in the home, ridding the 
patient of his poison is all the treatment neces- 
sary. All patients should be observed, however, 
for the various toxic effects of what may have 
been absorbed. Often this can be done at 
home, but an overnight stay in the hospital is 


certainly wiser than a near brush with death. 
Every office should be equipped with the 
necessary materials for gastric lavage and for 
treatment of emergency poisonings unless 
such equipment is readily available at a near- 
by hospital. A good list of the necessary ma- 
terials can be found in Von Oettingen’s book, 
Poisoning, A Guide to Clinical Diagnosis and 
Treatment.* 

In the last 20 years thousands of chemical 
insecticides have been poured onto the market, 
just as have new drugs. Most of these are more 
toxic for insects than for humans, but many 
are hazardous to humans and especially chil- 
dren. Many of them can be absorbed in 
dangerous amounts through the skin or 
breathed in through the lungs. There is also a 
baffling array of trade names about as com- 
plicated and catchy as drug names. We will 
consider some of these and the treatment of 
poisoning by them. 

There are two general groups of dangerous 
insecticides, the organic phosphates and the 
clorinated hydrocarbons. If suspected poison- 
ing occurs, the patient should be removed from 
the area of poisoning, and the clothing re- 
moved and skin washed thoroughly with soap 
and water, and the patient should be kept 
warm and the airway patent. 

The organic phosphates in common use are 
as follows: Chlorothion, Co-ral (Bayer 
21/199), Demeton, Diazinon, Dipterex, Di- 
syston, EPW, Guthion, Korlan, Malathion, 
Methylparathion, Parathion, TEPP, Thimet, 
and Trithion. These are severely toxic and 
dangerous materials even in small amounts. 
They are dangerous to the operator who is 
applying them, but there is also a toxic residue 
left. These materials may be absorbed through 
the skin. 

Symptoms of organic phosphate poisoning 
are the same as the effect of the drug mus- 
carine and include salivation, agitation, miosis 
and muscle cramps. In severe poisoning the 
symptoms progress to dyspnea due to an 
asthmatic-like bronchial spasm, convulsions, 
and vascular collapse. Atropine is the specific 
antidote to the organic phosphate group of 
poisons. This should be used in large doses, 
preferable intravenously, in adequate dosage 
to relieve the muscarine like symptoms. The 
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best way to judge dosage is to give atropine 
until the pupils begin to dilate. Oxygen and 
other supportive measures should be used, and 
of course all of the skin should be washed with 
soap and water to remove poison which may 
be absorbed through the skin. 

The chlorinated hydrocarbons are very com- 
monly used as household and farm insecti- 
cides. They include the following trade name 
products: Aldrin, BHC, Chlorodane, DDT, 
Dieldron, Dilan, Dimite, Endrin, Heptachlor, 
Lindane, Methoxychlor, Corex, DDD, Rho- 
thane, Tedion and Toxaphene. Some of these 
may be absorbed to some extent through the 
skin, but most are fairly harmless unless either 
breathed in or ingested. Since these materials 
are usually sprayed as insecticides, breathing 
in the droplets is a frequent cause of toxicity 
in children. 

The symptoms of poisoning by chlorinated 
hydrocarbon are excitement, dyspnea, nausea, 


and vomiting. Severe poisoning will lead to 
convulsions which are very difficult to control. 
The specific treatment of poisoning by clor- 
inated hydrocarbons consists in controlling 
the symptoms. Convulsions are best controlled 
by conventional barbiturate drugs and of 
course as much of the poison should be re- 
moved as possible by washing the skin and 
in cases of ingestion by gastric lavage or in- 
duction of vomiting. 
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MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Anemia 
Dae Groom, M. D. 


Department of Medicine 


Case Record—The effects of extreme chronic 
anemia are illustrated in this case of a 64-year-old 
Negro admitted on the Medical Service because of 
profound weakness. Despite progressive weakness, 
dyspnea and weight loss for several years, and 
ultimately episodes of syncope, she had not sought 
medical care until completely incapacitated. 

Her red blood cell count on admission was 380,000, 
leukocyte count 1,650, hemoglobin less than 1.5 grams 
per 100 ml. and hematocrit 4 volumes percent. A 
diagnosis of pernicious anemia was established on the 
basis of these values plus typical anisocytosis and 
poikilocytosis of the red cells, gastric achlorhydria, 
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and a strongly positive Shilling test. Remarkably, at 
no time did she show frank congestive heart failure; 
her heart was only slightly enlarged, the blood pres- 
sure persistently low (90/50) and hemic murmurs of 
grade II intensity were a constant finding. 
Following institution of vitamin B-12 therapy her 
reticulocyte count rose to 10% within one week. Ad- 
ditionally she was given two blood transfusions, folic 
acid and an iron supplement. When the electrocardio- 
gram on the right was made at a follow-up examina- 
tion five months later her hematocrit had risen to 36. 
Electrocardiograms—The prominent difference be- 
tween the admission tracing (left) and the sub- 
sequent normal one is in the T waves. Initially in- 
verted in all precordial leads, they became upright 
following treatment. Also with correction of the 
anemia the minimal S-T depressions (V,,5) dis- 
appeared and there was some increase in voltage of 
the QRS complexes, noted chiefly in the precordial 
leads, more than can be accounted for by electrode 
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placement or the slight shift in axis toward a more 
horizontal position. 

Both tracings show a sinus rhythm at a rate of 
about 75 with normal P waves and AV conduction 
throughout. 

Discussion—Although anemia is known to alter 
the electrocardiogram there is little agreement among 
observers as to specific abnormalities produced by it, 
perhaps because the effects are so variable from one 
individual to another. Opinions range from no signifi- 
cant changes to decrease in amplitude of T waves to 
actual change in direction of T waves and depres- 
sion of S-T segments, reduction in voltage of QRS 
complexes and impairment in AV conduction. Hardly 
any electrical changes could be less specific than 
those ascribed to anemia. They are of clinical interest 
primarily because they may mimic the abnormalities 
cf coronary and myocardial disease from which they 
must be differentiated. 

Certainly this severe degree of chronic anemia in 
a patient without evidence of primary heart disease 
should bring out any electrical alterations caused by 
a deficiency of circulating hemoglobin. Primarily it 
is repolarization which is altered here, with perhaps 
some change in voltage of depolarization. In contrast 
to the localized ischemia of coronary insufficiency, 
the entire myocardium is affected. The minimal S-T 
depressions and T wave inversions are of course con- 
sistent with ischemia. 

It is difficult to understand how the myocardium 
can function either electrically or mechanically with 
a blood supply having less than one-tenth the normal 
oxygen carrying capacity, particularly in the face of 
the high cardiac output characteristic of anemia. On 
the other hand, the decrease in blood pressure and 
reduction in viscosity of the blood with anemia both 
tend to decrease the work load of the heart. More- 
over, there is a concurrent acceleration of blood flow 
in the coronary as wel! as the systemic circulation, the 
net effect of which is greater utilization of the 
limited number of red blood cells available. Ap- 
parently coronary circulation can increase consider- 
ably unless there is pre-existing occlusion of signifi- 
cant degree. In that event evidence of localized 
ischemia might be expected, perhaps accounting for 
some of the variability of the electrocardiogram in 
anemia. 


Dr. Groom’s book Clinics in Electrocardiography is 
available through the Medical College Book Store, or 
from the Publisher, Charles C. Thomas, Springfield, 
Ill. 


POSTOPERATIVE COMPLICATIONS 


II. Acute Gastric Dilatation 
R. RANDOLPH BrapHaAM, M. D. 
Assistant Professor of Surgery 
Acute gastric dilatation is a condition in which 
there is excessive enlargement of the stomach occur- 
ring suddenly in the early postoperative or post-trau- 
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matic period. It is due to an accumulation of fluid 
and gas in the stomach and may be associated with 
severe dehydration, hypochloremia, oliguria, and vas- 
cular collapse. Death may ensue if appropriate treat- 
ment is not promptly instituted. It may occur follow- 
ing major or minor operations, injury, childbirth, and 
during chronic illnesses. The operation or injury may 
seem too inconsequential to cause this complication. 
These two cases are rather typical of this condition. 
Case 1.: B. J. was a 20-year old colored male ad- 
mitted to the Medical College Hospital on April 13, 
1959 with second and third degree burns involving 
50% of the body surface. On the second day of 
hospitalization, he complained of abdominal pain in 
the epigastric region. This progressed in severity dur- 
ing the following 24 hours. When examined for this 
progressive pain, the patient was extremely un- 
comfortable and required narcotics every three hours 
for relief. Exquisite epigastric tenderness was present. 
The upper part of the abdomen was moderately dis- 
tended and markedly typanitic. The lower part of the 
abdomen was soft and non-tender. A diagnosis of 
acute gastric dilatation was made. No abdominal x-ray 
film was taken. A nasogastric tube was in place but 


was obviously not functioning. This was manipulated 
into the stomach and irrigated. A large quantity of 
gas and fluid escaped spontaneously. The patient ex- 
perienced immediate relief and went to sleep. 





Case 2. Marked distention of the stomach with gas 
several hours following operative reduction of frac- 
tures. 


Case 2.: E. D. was a 6-year old child admitted to 
the Medical College Hospital on May 7, 1958 soon 
after being struck by an automobile. He sustained a 
compound fracture of the right tibia and fibula and 
a simple fracture of the right femur. Soon after ad- 
mission, the wound was debrided, the fractures were 


421 








reduced and the patient was placed in balanced 
traction. Six hours following completion of this pro- 
cedure, he complained of intermittent abdominal 
pain. The abdomen was moderately distended and 
tympanitic especially in the upper quadrants. The 
distention progressively increased during the next 
four hours. Roentgenograms of the abdomen revealed 
marked gastric dilatation and a moderate amount of 
gas in the small bowel. No free air was demonstrated 
in the peritoneal cavity. (Figure 1) Vital signs were 
within normal limits. A gastric tube was inserted and 
was effective in immediately decompressing the 
stomach and relieving the abdominal pain. 
Discussion 

It is most important to think about acute gastric 
dilatation when confronted with a patient in the early 
postoperative period who is in a grave condition. The 
slight cyanosis, dyspnea, rapid pulse, cold extremities, 
and profuse diaphoresis that some of these patients 
exhibit will often mimic the clinical picture of hemor- 
rhage, embolism, or coronary occlusion. This com- 
plication usually occurs during the first or second 
postoperative day and is accompanied by vomiting 
of small amounts, nausea, pain, and abdominal dis- 
tention in the upper quadrants. Muscle spasm and 
fever may be absent. The lower abdominal quadrants 
are often soft and flat. The pulse rate is elevated and 
when severe, the blood pressure is unstable. Per- 
cussion over the upper part of the abdomen elicits 
tympanitic notes unless the stomach is filled with 
fluid. A succussion splash can often be heard. Such 
conditions as high small gut obstruction, peritonitis, 
adynamic ileus, and persistent postanesthetic vomiting 


Acute appendicitis with perforation, R. R. Bradham, 
F. E. Kredel, and J. F. Green. (Charleston) J.A.M.A. 
173: 1342-1344, July 23, 1960. 

A series of 98 patients who had acute appendicitis 
with perforation treated on the wards of the Roper 
Hospital from Janaury, 1950 to January, 1959 are 
analyzed from the standpoint of diagnosis and treat- 
ment. Pain in the abdomen and tenderness in the 
right lower quadrant occurred in 97 patients. Nausea 
occurred in 82 cases and vomiting in 77. Constipation 
and diarrhea were infrequent symptoms. Eighty-nine 
patients had fever, an elevated pulse rate, and an 
elevated leukocyte count. The duration of symptoms 
was not informative. The most effective means of 
treatment based on the results in these cases is 
given. Four patients died and are discussed briefly. 
Two were in the operative and two were in the 
non-operative group. Several factors to be anticipated 
in non-operative treatment were brought out in this 
study. The rationale of the operative and non-opera- 
tive management of acute appendicitis with perfora- 
tion are discussed. 


must be differentiated from acute gastric dilatation. 
An abdominal roentgenogram both in the supine and 
upright position will be helpful. 

Passage of a naso-gastric tube produces dramatic 
results. There is an explosive release of gas and fluid 
as soon as the tube enters the stomach. Naso-gastric 
tubes are used more frequently prophylactically for 
postoperative patients in present day surgery but 
must be properly in place and unobstructed to 
obviate gastric dilatation. If a tube is already in place 
its position and patency must be ascertained. 

Massive quantities of fluid can accumulate in the 
stomach and because of the high chloride content, 
can result in severe dehydration and hypochloremic 
alkalosis. Hypokalemia can also be severe and is 
particularly noticeable when fluid losses are replaced. 
Appropriate electrolyte solutions containing a high 
content of chloride, adequate amounts of potassium, 
and smaller amounts of sodium should be utilized to 
restore circulation. A gastrorrhea may continue for 
two to five days and this loss must be balanced in 
therapy. Feeding is begun when gastric motility re- 
turns. 

In summary, this complicatioa is preventable with 
the use of a properly functioning naso-gastric tube 
in the early postoperative period. The diagnosis of 
acute gastric dilatation must always be considered 
when one is confronted with a patient in a grave 
condition several days following operation or trauma. 
Immediate gastric decompression and replacement of 
fluid and electrolyte losses will produce dramatic 
results. Failure of recognition and delay in treatment 
may result in death. 


A comparison of the incidence of bacteriuria 
among hypertensives and matched controls by C. M. 
Smythe, M. D., C. F. Rivers, M. D., and R. M. Rose- 
mond, M. D. (Charleston) A.M.A. Arch. Int. Med. 
105: 899, June 1960. 

Thirteen (18% ) of 77 previously unstudied hyper- 
tensives were found to have unsuspected bacteriuria. 
Six (8%) of the controlled group matched for age, 
sex, race, and incidence of diabetes were found to 
have unsuspected bacteriuria. By the X* method this 
difference is not significant statistically despite its 
obvious clinical implications. Clean-voided urines 
which have been collected by women and coupled 
with quantitative urinary bacteriology are valuable in 
screening for urinary tract infections, but a single high 
count cannot be accepted as diagnostic of significant 
urinary tract infection by this method. 

The high incidence of urinary tract infection makes 
urine culture and urologic investigations mandatory 
in the survey of persons with hypertension, especially 
women. The absence of white cells in the urine does 
not reliably exclude urinary tract infection. 
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President’s Pages 


REMARKS TO THE STUDENT BODY OF THE 
MEDICAL COLLEGE OF SOUTH CAROLINA 
OPENING DAY—SEPTEMBER 9, 1960 








One of the emoluments that goes with the office of 
President of the South Carolina Medical Association is 
the privilege of addressing the Student Body of the Medi- 
cal College of South Carolina. It is an honor to be here 
to address this group, during your opening convocation. 

Much of what I have to say will be in general terms 
and will be applicable to all of you. Some of what I have 
to say will be specially directed to Medical Students. 

I wonder if you realize that you are the “cream of the 
crop”? Each and every one of you was chosen out of 
many applicants because of your superior scholarship 
ability, and aptitude. 

Why are you here? Why did you decide to take up Nursing, Pharmacy, or Medicine? 

Your interest in the subject may have been stimulated by many reasons. You might have 
come from a family of nurses, pharmacists, or physicians. Some close friend or associate in the 
professions may have pe “rsuaded you. Some experience in your life may have given you desire 
to study the He aling Arts. Whatever the background, basically you have decided to become 
professional men and women for two fundamental reasons: (1) The desire to be of service to 
mankind, and (2) the desire to make a comfortable livelihood. 

Since you are the “cream of the crop”, and are now studying at one of our country’s 
finest medical institutions, it would also be good to think of not only why you are here but, 
also, how you happened to be here. 

Most of you have had to study hard in High School and College in order to have the 
scholastic record necessary for your admission to this institution. Many of you have had 
financial hardships along the way, and may still be “pinched” at times. Some have no financial 
worries. Some of you are married. The question of how you happened to be here is not an 
easy one to answer. The events which have blended together during your life, and culminated 
in your reaching this plateau of development may be many and complex; however, one thing 
is certain—you did not get here without the help of others. None of us is self-made. Indeed, 
there is no such thing. 

I would like all of us here, students and graduates alike to think back to the people who 
have helped motivate our lives. 

First the parents, guardians, or others responsible for our proper bringing up. Some have 
not been able to give all the financial help which they would like to have given, but the lessons 
of honesty, diligence, respect, and civic responsibility invested in us by them was much more 

valuable. Remember also the desire to learn stimulated in us by our teachers in elementary 
and high school; the athletic coach, whose aim was to see that we learned to give and take, and 
to play the game square and always obey the rules; our scout master, who taught us to be part 
of the team; that good buddy, or inspiring instructor or the chance meeting with a stranger 
which may have stimulated our desire to serve. 


Our Sunday school teacher and our pastor, instilled in us love of our fellow man, and our 
steadfast and unalterable belief in a merciful and almighty God, whose wonders we are privi- 
leged to witness daily as we delve into the innermost secrets of life in our laboratories and on 
our medical and surgical wards. Indeed, the miracle of healing, daily witnessed by us, would 
give faith to the most ardent non-believer. 

Any, or all, of these people here described may have been responsible for your being 
here. But they are not all. 

I wonder how many of you realize your obligation to the tax payers of the State of South 
Carolina? In addition to the money you yourselves have paid for tuition, board, room, books, 
and laboratory fees, etc., the State of South Carolina has contributed in addition a very sub- 
stantial amount. For each of you who has gone through the public schools of the State and 
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who attended one of our State colleges, South Carolina will have contributed an additional 40 
to 50 thousand dollars by the time you have received your medical diploma. For those of you 
studying nursing and pharmacy the amount is proportionately smaller but still substantial. In 
addition to this, many of your instructors serve without pay and are glad to help pass on to 
you whatever knowledge they possess in the healing arts. 

Professional classes must be limited because of the lack of sufficient laboratory and 
teaching facilities to insure adequate and thorough training for all who apply. This is ab- 
solutely necessary so that the public welfare will not be jeopardized by the graduation of un- 
qualified people. Because classes are limited, and you were chosen, also means that some other 
person had to be turned down. This person’s desire to serve may be just as great as your own, 
and many times he feels that he was unfairly treated in not being admitted. But, since it is 
you that has been afforded the opportunity, it is incumbent on you to make the most of it. 

Now you may see what I am up to. I am putting you on the spot. Because of all these 
things that have been mentioned here, you have certain obligations and responsibilities. You 
are expected to be persevering, diligent, and attentive and conscientious in your attitude to- 
ward both your practical and theoretical work. Nothing else will suffice. 

As you pursue your studies through the years, I would admonish you to develop a sense 
of tolerance, of duty, and responsibility to your fellowman. You are being educated for a life 
of service, of service to people to whom you already owe much. Learn your theory well, and 
apply yourself diligently to the practical work that is made available to you in the labs and 
on the wards. 

It is easy to fall into the habit of considering your patient as “that old man in room 206”, 
or as “guinea pigs”, so to speak, for your experimentation. I implore you not to fall into this 
habit. Realize that all patients are human beings, with the same hopes and fears that we our- 
selves know. They should never be considered just as a number, or their care as a burden- 
some chore; but as individuals whose illness it is our privilege to study and try to understand, 
and who must be accorded all the dignity and care that it is possible for us to give. 

When you graduate and get into private practice, your success is going to depend in large 
part on your ability to instill confidence and get along well in your relationship with your 
patients and fellow practitioners. I would ask each of you to review regularly the Florence 
Nightingale Pledge, the Pharmaceutical Code, or the Hippocratic Oath; and as you move 
forward from year to year, be sure that you are keeping up with the spirit of these pledges as 
well as your scholastic averages. 

I would caution you against arrogance. It is easy to criticize the referring physician, or 
the patient’s family doctor who is not in a position to have all of the laboratory tests and 
x-rays that are part of the daily routine in a teaching hospital. Do not sell the “local M. D.” 
short. What he lacks in laboratory facilities he must of necessity make up in basic medical 
knowledge, logic and common sense. It has been said that an internist being trained nowadays 
must have at least a hundred dollars worth of lab tests and x-rays before he can even venture 
an opinion. Mind you, I did not say that this was bad; I didn’t say it was good either. Also I 
want to quote from Dr. Max Thorek, of Chicago, who was one of the greatest surgical teachers 
I have ever known, who described a type that we all have known at one time or another: 

“The haughty young surgeon reminds me of nothing so much as a monkey, in that the 

higher he climbs, the more he shows the most unattractive part of his anatomy.” 

I would also caution you about developing an attitude that, when you graduate you will 
charge all that the traffic will bear. It is a great temptation for a young professional man, 
burdened by debt and self sacrifice during his training years, not to let his enthusiasm for 
high fees over run his good judgement. Much criticism is directed against our profession 
by overcharging. Insurance companies are forced to raise premiums and cancel policies be- 
cause their benefits have been over-utilized. This temporary monetary advantage blends into 
insignificance if, because of it, we create a climate of intolerance toward medical fees, and 
drive our nation into socialized medicine. I say “drive it” to socialized medicine, because I 
am confident that at the present time most people do not want socialized medicine, and if it 
comes at all, it will be the result of our own greediness. 


At the present time, I have on file several protests from insurance companies against fees 
charged by physicians, which they feel are too high. I will give one example: an automobile 
injury—simple fracture of a metacarpal—in the hand—not the wrist—and multiple contu- 
sions and abrasions; also, an inguinal Rate The surgeon who repaired the inguinal hernia 
charged $125.00. 5 weeks hospitalization ran $475.00. The doctor who originally attended the 
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man and treated the fracture, taking care of him in the hospital, charged over $1400.00, just 
about all that was left of a $2,000 medical coverage. This $1400.00 charge may be justified. 
However, the insurance company has challenged it, and correctly so. Its payment awaits fur- 
ther proof. 

Do not try to make it all at once, give service. Let people be proud to speak of you as 
their family doctor, and your remuneration will come not only in pleasure and enjoyment in 
your work, but in bountiful financial rewards without having to charge excessive fees. 

It is said that Hippocrates was the embodiment of all that a physician should be. He was 
a close observer, a humane scholar, and a man filled with a desire to help his patients and 
to insure that by his teachings and experience others would benefit. His high ideals as set forth 
in the “Hippocratic Oath” have been respected by physicians and surgeons for two thousand 
years. 

In addition, I would leave this one final thought: The ethics of the Healing Arts, phar- 
macy, nursing, and medicine, are the same as life itself and was simply stated many years ago, 
never to have been improved upon: “Do unto others as you would have them do unto you.” 


Joseph P. Cain, Jr., M. D. 


Editorials 

















FOUNDERS DAY NEXT MONTH 


Founders Day at the Medical College will 
be here again on November 17, and the Col- 
lege offers an attractive program of up-to-the- 
minute material. The programs have varied 
considerably in content from year to year and 
this is a new sort of offering which should ap- 
peal to the Alumni and other guests of the 
college. 

Founders Day offers all interested doctors 
an opportunity to observe the development in 
the Medical School and to make closer contact 
with members of the faculty. 

In the past the Alumni in the stricter sense 
and the interested physicians of the state have 
been good patrons of this program. The ap- 
proaching meeting offers an excellent variety 
of scientific material and local entertainment. 
A large attendance may be expected. 


NURSING EDUCATION 


A recent lengthy statement of the National 
League for Nursing seems to give more recog- 
nition and concession to the obvious fact that 
service in nursing is as important as a higher 
education. While there is no indication that 
the League has abandoned any of its high 
ideals for the pursuit of the type of education 
which will make the teacher or administrator 
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in nursing, the report seems to give more con- 
cern to what most concerns the average doc- 
tor, which is the supply of the run-of-the-mill 
bedside nurses who are so essential to effecting 
his treatments. The report gives a review of 
various fields and opportunities in the study 
of nursing and covers very well the current 
situation in the field. It seemed to the writer 
to be more practical and rational than some 
reports which have come from the League and 
it should clarify matters for the uninformed. 

This is a good step. Another good step 
which nurses in general might take would be 
to express their opposition to the various 
schemes for the socialization of medicine such 
as the one typified by the Forand bill. 


VETERANS HOSPITAL 


A short time ago news came down from 
Washington that the Veterans Administration 
was contemplating building another hospital 
in the state and that Charleston would be the 
likely site for it. This word was received im- 
mediately with applause and enthusiasm by 
the legislative representatives of the state and 
with similar enthusiasm by the authorities of 
the Medical College of South Carolina. The 
former saw material benefit to the state in the 
proposed new hospital, and the latter saw 
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benefits for teaching and for interlocking re- 
lations between the Medical College and the 
new hospital. 

At the time this is written there is an obvious 
hassle in the South Carolina House Delegation 
over the question of location of the new hos- 
pital. Because of the limitation of the number 
of beds assigned to the state, the construction 
of a large new 500-bed hospital at Charleston 
would possibly result in a depletion of the 
Veterans Hospital in Columbia, perhaps to the 
extent of 300 beds. The obvious and natural 
political course of the Representatives from the 
western and mid-state districts is to oppose 
any move which would decrease the activity 
in Columbia and perhaps force veterans from 
those parts of the state to go to Columbia be- 
cause of reduction in capacity in the present 
hospital. The obvious and natural course of 
the Representatives from the lower part of the 
state is to urge that Charleston be the site. 
Proximity to the Medical School has been ad- 
vanced as an important feature of construction 
there. 

In a discussion of this matter in the press, 
nowhere has there seemed to appear any word 
concerning the well recognized fact that Vet- 
erans hospitals in general have been perhaps 
too numerous and additions are not desirable, 
since each implies a little more and more of 
government medical activity. A statement 
backed by apparently reputable statistics that 
there is a tremendous amount of abuse of the 
privilege of using these hospitals by veterans 
who can not show that their current troubles 
are in any way related to their previous ser- 
vice. It has been advocated in many quarters 
that some of the present Veterans Hospitals be 
closed, or that some other use be made of 
them. It might be wondered whether in the 
enthusiasm of local concern the broader pic- 
ture of the activities of the Veterans Ad- 
ministration has not been disregarded. 


NATION FIGHTS NOVOTEITIS® 
Prominent leaders in American medicine 
have again warned all America against a pos- 
sible epidemic of Novoteitis, a disease affect- 
ing many adult Americans. These same leaders 
point out that although vast sums have been 
spent on research and education since the last 


great outbreak in 1956, there is always a pos- 
sibility of a flare-up. Because of the nature 
of this peculiarly American disease (of which 
too little is known), it can appear in many 
areas of the land at the same time. Although 
of short duration, the epidemic often leaves 
the nation with serious after affects. 

Researchers have found, however, that im- 
munity from novoteitis is obtained through 
constant vigilance. They have also determined 
that the attacks both males and 
females beginning at the 21-year level, al- 
though one state reported cases among 18 
year olds. 

During the past four years, the study showed 
that novoteitis is no respector of personalities, 
as it strikes at all levels of the nation’s income 
groups. However, the facts show that a large 
number of cases occur among members of the 
professions, with doctors of medicine being 
among those often afflicted. 

Temporary paralysis of the hand and loss 
of forward motion in the feet, both character- 
ize the disease. Strangely enough, the diag- 
noses have been more readily made by 
political observers then by busy men of Amer- 
ican medicine. 

The implications of the above allegory are 
many. To the practicing profession, it is both 
a challenge and an indictment. To the medi- 
val student it can mean just one thing—the 
development and use of the strongest anti- 
biotic known to politics—the individual doc- 
tor’s vote. 

Only when physicians-to-be and physicians- 
who-are accept their full and complete re- 
sponsibilities of American citizenship, can 
there be hope of relief from the ravages of 
novoteitis—a disease welcomed by self-per- 
petuating politicians to the detriment of the 
people at large. —RFS. 


*No-vote-itis 


disease 


COLUMBIA ACTS 


Members of the Columbia Medical Society 
have received a letter headed “Richland 
County Republican Clubs and Citizens for 
Nixon-Lodge” and signed by several of its 
members who are interested in the promotion 
of a campaign for the election of the candi- 
dates named. This effort is further evidence of 
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the revolt against the undesirable platform of 
the Democratic party and a blow for the ob- 
struction of the portions which aim frankly at 
the socialization of medicine. 

While this is not an official stand by the 
Medical Society, anyone present at its Septem- 
ber meeting would have been impressed by 
the number of buttons being worn as evidence 
of support of these candidates, and by the 
enthusiasm with which a number of the mem- 
bers present were promoting further con- 
version to the cause. It seems to be a healthy 
sign that doctors are taking more active and a 
personal interest in political affairs. Their in- 
fluence could be very strong in swinging a 
vote. 


DENTIFRICES AND DECAY 
It is not often that an official medical or 
dental society offers endorsement of special 
commercial products, other than to discuss 





their merits from a strictly scientific evalua- 
tion. Perhaps this is what the action of the 
American Dental Association amounts to since 
it has recognized Crest toothpaste as the first 
and only effective dentifrice which works 
against tooth decay. The Dental Association 
is careful to point out that while the effect of 
the stannous flouride which the preparation 
contains assures active assistance in the fight 
against the process of decay, that the use of 
this particular toothpaste is a worthwhile help, 
but by no means a cure-all in the effort to re- 
duce caries. The Association recognizes that 
the use of: “(1) dietary fluorides, best pro- 
vided by fluoridation of community water 
supplies; (2) topical application of fluoride 
solutions directly to children’s teeth by the 
dentist, and (3) the stannous fluoride denti- 
frice” are effective in the order listed. From 
the standpoint of cost, effectiveness and con- 
venience, fluoridation is by far the most de- 
sirable method, according to the Council. 
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PROGRAM FOR FOUNDERS’ DAY 
THURSDAY, NOVEMBER 17 
MORNING SESSION 
Presiding, Dr. William O. Whetsell, Pres., Alumni Assoc. of Medical College of South Carolina 
8:30 A. M.—Registration — Greetings—Dr. John T. Cuttino 
9:15 A. M.—Sickle-Cell Disease—Dr. Paul V. Woolley 


9:45 A. M.—Office Proceedures in Ophthalmology for the Family Physician—Dr. W. W. 
Vallotton 
10:05 A. M.—Evaluation of the Hypertensive Patient—Dr. John A. Spittel, Jr. 
10:35 A. M—COFFEE BREAK 
10:55 A. M.—Diagnosis of the Anemias—Dr. Richard W. Vilter 


11:25 A. M.—Dysmenorrhea—Dr. Martin L. Stone 
11:55 A. M.—The Office Diagnosis of Cancer—Dr. John C. Hawk 
12:15 P. M—Question period. 
12:45 P. M©—ALUMNI LUNCHEON 
AFTERNOON SESSION 
2:00-5:00 P. M.—Clinics. Conducted tour of Clinics with presentation and informal dis- 
cussion of interesting cases. 
ANNUAL BANQUET, Alumni Association and Guests 
7:30 P. Mi—Francis Marion Hotel 
Refreshments 
Dinner. Presiding, Dr. John T. Cuttino, Acting President, Medical College of 
South Carolina 
“Vignette of a Founder—Samuel Henry Dickson”, Dr. J. I. Waring 
“Medicine and Mankind”—Dr. Frederick A. Coller 
FRIDAY, NOVEMBER 18 
MORNING SESSION 


Presiding, Dr. Martin M. Teague, President, §. C. Academy of General Practice 

9:00 A. M.—Management of Insect Sting Hypersensitivity—Dr. Kelly T. McKee 

9:30 A. M.—Values and Limitations of Routine Cranial Transillumination—Dr. Paul V. 

Woolley 
10:00 A. — and Embolism—Recognition and Management—Dr. Frederick A. 
Coller 

10:30 A. M—COFFEE BREAK 
10:50 A. M.—Postoperative Complications—Dr. Randolph Bradham 

11:15 A. M.—The Medical Treatment of Essential Hypertension—Dr. John A. Spittel, Jr. 
11:45 A. M.—Question Period 
12:00 Noon—Clinical Pathological Conference—Dr. H. Rawling Pratt-Thomas 

1:00 P. M—LUNCH 
AFTERNOON SESSION 
Presiding, Dr. Dale Groom, Ass’t. Professor of Medicine, Medical College of South Carolina 
:00 P. M.—Migraine—Diagnostic and Therapeutic Considerations—Dr. Neil Marshall 
:30 P. M.—Treatment of the Anemias—Dr. Richard W. Vilter 
3:00 P. M.—Acceleration and Induction of Labor—Dr. Martin L. Stone 
3:30 P. M—COFFEE BREAK 
3:45 P. M.—Office Diagnostic Procedures in Renal Disease—Dr. Cheves M. Smythe 
4:05 P. M.—Question Period 
4:20 P. M@—Symposium on Automobile Accidents 

Dr. Frederick Kredel, Moderator Dr. Kenneth Lynch, Jr. 


toto 


Dr. John Arthur Siegling Dr. Gordon T. Wannamaker 
Dr. O. Rhett Talbert Mr. Coming B. Gibbs, Attorney-at-Law 
FACULTY 


GUEST SPEAKERS 

Richard W. Vilter, M. D.; Professor of Medicine, Univ. of Cincinnati College of Medicine; 
President, American Society for Clinical Nutrition. 

Frederick A. Coller, M. D.; Professor, Emeritus, of Surgery, Univ. of Michigan; Fellow, 
Royal College of Surgeons (Edinburgh and England); Past President of American College of 
Surgeons and of American Surgical Society. 

John A. Spittel, Jr., M. D.; Consultant in Internal Medicine, Mayo Clinic and Instructor in 
Medicine, Mayo Foundation. 

Martin L. Stone, M. D.; Professor of Obstetrics and Gynecology; New York Medical College. 

Paul V. Woolley, M. D.; Professor of Pediatrics; Wayne Univ. Medical School. 

SPEAKERS FROM FACULTY OF MEDICAL COLLEGE OF S. C. 
Randolph R. Bradham, M. C., Asst. Prof. of Surgery 
John C. Hawk, M. C., Associate Professor of Surgery 
Frederick E. Kredel, M. D., Prof. of Surgery 
Kenneth M. Lynch, Jr., Professor of Urology 
Neil Marshall, M. D., Associate in Neurology 
Kelly T. McKee, M. D., Associate Prof. of Medicine 
H. Rawling Pratt-Thomas, M. D., Prof. of Pathology and Dean, School of Medicine 
John A. Siegling, M. D., Clinical Professor of Orthopedic Surgery 
Cheves McC. Smythe, M. D., Asst. Prof of Medicine 
O. Rhett Talbert, M. D., Asst. Prof. of Neurology 
W. W. Vallotton, M. D., Assoc. Prof. of Ophthalmology 
Gordon T. Wannamaker, M. D., Asst. Prof, of Medicine 
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FOUNDERS’ DAY — 1960 


Founders’ Day at the Medical College of 
South Carolina has traditionally become a 
sort of combination homecoming and _post- 
graduate course for our Alumni and _ prac- 
ticing physicians of the state. As such, it serves 
a dual purpose, social and professional. Plans 
this year are for considerable expansion of 
Founders’ Day activities with the hope that 
many physicians who have not visited their 
alma mater in recent years will avail them- 
selves of this invitation to be the guests of the 
College November 17th and 18th. 

A streamlined and fast moving scientific pro- 
gram of wide general interest has been ar- 
ranged, to be presented by five distinguished 
out-of-state speakers supported by a dozen 
members of the Medical College Faculty. Sub- 
jects range from anemia to acceleration of 


labor to evaluation and medical treatment of 
hypertension to migraine and post-operative 
complications. There will be a clinical-patho- 
logical conference with the guests themselves 
as the participants, and one afternoon will be 
devoted to presentation of interesting cases in 
special clinics throughout the hospitals where 
the patients can be examined individually and 
discussed freely. Emphasis throughout will be 
on recent developments in the medical fields, 
particularly those applicable to every day 
practice. On Thursday is the Alumni Luncheon 
and that evening the annual banquet for mem- 
bers and their wives. The program closes 
Friday evening with a symposium on a sub- 
ject of increasing importance in medicine— 
automobile accidents. 

So mark your calendar now and plan to be 
in Charleston for the 1960 Founders’ Day. 





NO COMMENT DEPARTMENT 





KENNEDY: 


‘Unfortunately, voluntary health in- 
surance has not and cannot do the job. 
Although insurance companies have 
made a mighty effort ... it is unlikely 
they can reach our older citizens.’ 


NIXON: 


‘I have consistently opposed and will 
continue to oppose any compulsory 
health insurance program. The an- 
swer to the problem is voluntary co- 
operation rather than compulsory 
regimentation.’ 


THE MEDICAL ASSOCIATION OF GEORGIA 
IS PROMOTING THE USE OF THIS PLACARD BY ALL DOCTORS 





DURING THE HOURS_ 


THIS OFFICE WILL BE CLOSED ON ELECTION DAY 


NOVEMBER 8, 1960 


TO 





SO THAT OUR EMPLOYEES AND PATIENTS MAY VOTE 


YOUR VOTE IS ESSENTIAL IN OUR DEMOCRACY 














OctToser, 1960 
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Seated at the conference table of the staff of Womack Army Hospital are clockwise: Colonel James G. 
Shaw, Commanding Officer of the 446th General Hospital with sections in Columbia, Charleston and Green- 
ville, S. C.; Lieutenant Colonel I. Ripon LaRoche, Deputy Commanding Officer of the 446th, from Camden; 
Second Lieutenant Earl D. Short, Jr., Florence, Second Lieutenant Ervin E. Bagwell, Johnston, First Lieuten- 
ant Joseph Lee, Il, Landrum, all of whom are medical students at the Medical College of S. C.; Captain 
Paul W. Peeples, physician from Greer; Captain Richard G. Price, physician from Charleston; Captain How- 
ard W. Higgins, dentist from Spartanburg; Second Lieutenant Heyward Hudson, Walterboro, and Second 
Lieutenant David R. Beckham, Winnsboro, both of whom are medical students; Colonel Charles A. Yeargin, a 
physician and Commanding Officer of Section I] of the 446th in Greenville, and Colonel Byron A. Stegar, 
Commanding Officer of Womack Army Hospital, Fort Bragg, N. C. who was the host to the 446th. 
Standing from left to right are medical students, First Lieutenant Lawrence C. Freeman, Jr., Greenville; 
Second Lieutenant Charles W. Derrick, Marion; Second Lieutenant John J. Britton, Sumter; Second Lieuten- 
ant Laurie N. Ervin, Dillon, and Second Lieutenant George H. Nutt, Clemson. The medical students are 
among the first to participate in the early commissioning program which the 446th pioneered in just two 
years ago. 


MEDICAL RESERVISTS PRAISED FOR nucleus on which to build if called to active duty.” 
HIGH DEGREE OF READINESS AND Being the largest (1000 bed) and most diversified 
PIONEER ROLE WITH MEDICAL of reserve medical units at present at Bragg, the 
STUDENTS... 446th has worked side by side with its active army 


a : ? ‘ counterparts at the modern Womack Army Hospital. 
The 446th General Hospital Reserves with head- on : oi aie : 4 : 
: ‘ ; Se : The teaching facilities of Womack have been ex- 
quarters in Columbia, S. C., just completed at Fort Jeon i Sa , 
~agp mg cellent”, said Colonel Shaw, “and I'm sure our student 

Bragg, N. C. one of the most beneficial encampments ; ' , 
_ ae ; ; personnel in the draft age group will carry an en- 
of its twelve year training history, according to sae ; " : : 
. ig ‘ , < thusiastic story back to their classmates about the 
Colonel James G. Shaw, Commanding Officer and a = 
ied a ae elie tee advantage of the Reserve program. 
practicing physician in civilian Hfe. rhough not usually engaged in Modern Army Con- 


“Furthermore,” said Colonel Shaw, “I’m happy to cepts at present, the 446th personnel have taken ad- 
report that competent authorities have stated the vantage of several opportunities for familiarization 
446th General Hospital is the most mobilization-ready and training in this area. The helicopter, now a 
medical unit in Third Army. We not only have highly standard vehicle of the “Army of the Future”, was 
skilled personnel in such professional sections as utilized to acquaint doctors, nurses and medical ser- 
Medicine and Surgery, Nursing, Laboratory, X-Ray, vice personnel with new techniques for medical 
etc. but such supportive elements as administration, evacuation. The 82nd Airborne gave ample evidence 
supply, and transportation have a highly dependable of the extreme readiness needed for our retaliatory 
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forces in quick “brush fire” wars or sneak nuclear 
attacks when our armed services would have only 
the slimmest of opportunities to strike back. In a 
matter of minutes after orders were given and with 
clockwork precision, masses of human war machines 
and their supportive equipment billowed out of troop 
carrier planes and helicopters in demonstrations that 
left the medics with a lasting impression of awe and 
respect. 


The reservists were shown lightweight nylon tent- 
age and portable aluminum hospital equipment which 
will make air drops of vital field hospitals highly 
practicable. Fast, mobile combat and _ supportive 
equipment were demonstrated for familiarization. 


The 446th strutted a little itself in demonstrating 
its high degree of readiness in all phases of profes- 
sional and nonprofessional operations. Discussing the 
mission of the 446th, Lieutenant Colonel I. Ripon 
LaRoche, Deputy Commanding Officer and practicing 
physician in Camden, S. C. said, “We are in an ad- 
vanced stage of training, not a basic one. As such we 
would form the cadre to which additional personnel 
would be assigned for the care and specialized treat- 
ment of 1000 patients in the communications zone. 
We are already performing part of this function in 
our cadre of 18 medical students from the Medical 
College of South Carolina who are learning medical 
knowledge and administrative techniques unique with 
the army. This assures them of immediate command 
of the administrative and professional knowledge that 
was so hard earned by doctors of World War II and 
also keeps the interest of the reserve at a high point.” 

The Commanding Officer of Womack Army Hos- 
pital, Colonel Byron A. Steger, was impressed by the 
spirit of cooperativeness and competence in the unit 
which, during their stay, were superimposed on the 
different departments of Womack. Of particular note- 
worthiness, he said, was “ . . . their pioneer role in 
the early commissioning program for medical stu- 
dents.” The 446th under the command of Colonel 
Shaw, and such interested parties as Brigadier Gen- 
eral James H. Kidder, Special Assistant to the Sur- 
geon General's Office and Major General Frank S. 
Bowen, former Commanding General, XII Corps, 
Atlanta, paved the way for recognizing the importance 
of training medical reservists in such progressive ways 
to meet changing conditions. 

Colonel Steger commented appropriately, “We in 
the Regular Army are cognizant of the Reserve Unit’s 
potential in the event of future war. Only the com- 
bined efforts of the Regular Army, Reserve Army and 
the National Guard make it possible to have an 
efficient military organization—One Army—which can 
be depended on.” 

After 15 days the nearly 200 officers and men of 
the 446th return to their citizen-soldier status in their 
hometowns in and around Columbia, Greenville and 
Charleston, S. C. to train weekly until next sum- 
mer’s opportunity for “Full Dress Rehearsal” as a 
proud part of America’s “Deterrent to War”. 


Ocroser, 1960 





NEWS 





20 PHYSICIANS LICENSED FOR 
SOUTH CAROLINA PRACTICE 


The State Board of Medical Examiners of South 
Carolina held a meeting recently in Columbia to inter- 
view applicants for endorsement. Twenty physicians 
were licensed to practice in South Carolina. They are 
as follows: 

Dr. Charles I. Allen is a 1951 graduate of Bowman 
Gray School of Medicine. He has completed a resi- 
dency in surgery in West Virginia and is now in prac- 
tice in Laurens. 

Dr. Albert W. Bailey graduated from the Medical 
College of Georgia in 1949. Dr. Bailey is a pathologist 
and served on the staff at the Medical College of 
Georgia before moving to Greenwood where he will 
be at Self Memorial Hospital. 

Dr. Ann A. Bailey is a 1949 graduate of the Medi- 
cal College of Georgia and is trained in pediatrics. 
She practiced in Gracewood, Georgia before coming 
to Greenwood. 

Dr. William P. Bennett graduated from the Medi- 
cal College of Virginia in 1956; served his internship 
in Baltimore; and is presently taking a residency 
in obstetrics and gynecology at the Columbia Hospital. 

Dr. Aaron W. Brown, a graduate of the Medical 
College of Virginia in 1930, took a residency in 
radiology. He has practiced in Pennsylvania, West 
Virginia, Virginia and Georgia. He was located in 
Shelby, North Carolina before moving to Hartsville. 

Dr. Roger W. Cole graduated from the University 
of Maryland School of Medicine in 1955. He served 
a residency in ophthalmology at Johns Hopkins and 
is now practicing in Columbia. 

Dr. Griggs C. Dickson, a graduate of the Univer- 
sity of North Carolina School of Medicine in 1955, 
has completed a residency in pediatrics at North 
Carolina Memorial Hospital. He is now located in 
Hartsville. 

Dr. Daniel J. Enger, a 1954 graduate of the St. 
Louis University School of Medicine, took a resi- 
dency in orthopaedics. He is now in service at the 
U. S. Naval Hospital in Beaufort. 

Dr. Austin T. Hyde, Jr. graduated from the Uni- 
versity of Virginia School of Medicine in 1951. He 
served a residency in medicine at Duke and now 
practices in Rutherfordton, N. C. He will be in 
Spartanburg once a week for consultation in allergy. 

Dr. William D. Irvine, a 1951 graduate of the 
Medical College of Virginia, took a residency in in- 
ternal medicine in West Virginia and is now located 
in Laurens. 

Dr. Joseph L. Kurtzman graduated from N. Y. 
University College of Medicine in 1950. He took a 
residence in ophthalmology. He was recently dis- 
charged from the Navy and is now located in Charles- 
ton. 

Dr. Emmett M. Lunceford, Jr., graduated from the 


431 








University ‘of Tennessee Medical School in 1953. He 
served his internship and a ‘residency in orthopedics 
at Columbia Hospital. He is now practicing at the 
Moore Clinic in Columbia. 

Dr. John C. Matthews, a graduate of the Medical 
College of ‘Georgia in 1957, is licensed in Georgia. 
After serving three years in the Army he is now in 
General Practice in Graniteville. 

Dr. Charles H. Owens, a 1954 graduate of the 
University of North Carolina School of Medicine, took 
a residency in Ob-Gyn. and is now in practice in 
Hartsville. 

Dr. James C. Parker, Jr. is a 1954 graduate of the 
University of North Carolina School of Medicine. He 
took a two year residency in pediatrics and is now 
located in Hartsville. 

Dr. Henry J. Ritchie graduated from the Univer- 
sity of North Carolina School of Medicine in 1957. 
He took his internship at the Teaching Hospitals of 
the Medical College of South Carolina and is now in 
general practice in Charleston. 

Dr. Calvin T. Smith graduated from Bowman Gray 
School of Medicine in 1955. He took a residency in 
urology and is now located in Greenville. 

Dr. Norman Sollod graduated from the Medical 
College of Virginia in 1939. He took a two year 
residency in internal medicine. He is presently at the 
Veterans Hospital in Columbia. 

Dr. Claude B. White, a 1936 graduate of the Medi- 
cal College of Virginia, has been in service for twenty- 
three years. He took a residency in dermatology. He 
will practice in Greenville. 

Dr. Edward §. Williams, Jr. graduated from the 
University of North Carolina School of Medicine in 
1954. He has completed a three year residency in 
medicine at North Carolina Memorial Hospital and 
is now practicing in Hartsville. 


Carium Joseph, M. D. announces the opening of 
his practice in Charleston, S. C. Practice limited to 
Obstetrics and Gynecology. 


CHARLESTON RANKS HIGH 
IN CORONARIES 


Savannah, Ga. and Charleston, S. C. rank first and 
second among all the metropolitan areas of the nation 
in death by coronary heart disease, but danger of 
death from the disease is not nearly so severe in 
Florida, or in inland areas of South Carolina and 
Georgia. 

This is indicated in a study made of coronary 
heart disease, the leading cause of death in this 
country, by Dr. Philip E. Enterline, Dr. Arthur E. 
Rikli, Herbert I. Sauer and Merton Hyman of the 
U. S. Public Health Service. 

Among 163 metropolitan areas identified in their 
study, death rates for coronary disease varied from 
299 per hundred thousand in Lincoln, Nebraska, to 
826.8 in Savannah, Ga. 

In Charleston, S. C., the rate was found to be 825.6, 


to rank the city second among metropolitan centers in 
heart deaths. 

The rates are for each 100,000 white men in the 
age-group 45 to 64, those most prone to heart attacks. 

High death rates were found in a strip near the 
South Atlantic Coast, stretching from Delaware to 
Central Georgia, the specialists reported. 

Columbia, South Carolina, ranked 48th, with 602.2 
deaths per hundred thousand, but Greenville in the 
same state, had a ratio of 692.2, ranking that city 14th 
in coronary deaths. 


SOUTH CAROLINA TRAILS WITH 
NUMBER OF DOCTORS 

South Carolina trails a sixteen-state southern area in 
the number of physicians for every 100,000 persons, 
according to figures released by the Southern Re- 
gional Education Board of Atlanta, Georgia. 

In 1959, the sixteen state area—South Carolina, 
Georgia, Florida, Texas, North Carolina, Maryland, 
Virginia, Tennessee, Louisiana, Kentucky, Alabama, 
Oklahoma, Mississippi, West Virginia, Arkansas and 
Delaware—had 53,957 non-federal doctors, or 100.5 
physicians, including retired physicians, for every 
100,000 persons, a figure considerably below the 
national ratio of 128.6. 

South Carolina, in 1959, had 1,877 doctors for a 
ratio of 77.7 doctors per 100,000 persons—ranking 
the state twelfth in the area for number of doctors and 
sixteenth for number of doctors per 100,000 persons. 

Historically, the South has been the area most 
poorly supplied with doctors. Yet since 1949, the 
region’s supply of physicians in proportion to popula- 
tion has been increasing slightly in contrast to the 
national picture. 





DR. SANDIFER OPENS OFFICE 

Dr. Peter B. Sandifer has announced the opening 
of his office at 2005 Hampton Street, Columbia, for 
the practice of Urology. 

Dr. Sandifer received his premedical education at 
the Citadel and the University of South Carolina. He 
attended the Medical College of South Carolina, 
graduating in 1955, where he was a member of Phi 
Rho Sigma Medical Fraternity. 

His internship and three years of residency training 
were completed at the Medical College of South 
Carolina Teaching Hospitals. During the past year 
Dr. Sandifer has been serving as chief resident in 
Urology at Grady Memorial Hospital and as a teach- 
ing fellow for Emory University School of Medicine 
at Atlanta, Georgia. 


6 FIELD HOSPITALS ALLOTTED 
TO STATE 

The Office of Civil and Defense Mobilization of 
Battle Creek, Mich., has approved six additional 
emergency hospitals for South Carolina, it is an- 
nounced by C. B. Culbertson, director, $. C. Civil 
Defense Agency. 

Those cities to receive the hospitals this month are 
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Laurens, Newberry, Dillon, Sumter, Darlington and 
Bethune. 

Nine hospital units are already positioned in Cal- 
houn Falls, Rock Hill, Lancaster, Bennettsville, 
Moncks Corner, Winnsboro, St. George, Florence and 
Columbia, bringing the total number in the state to 
15. 

There is also a training hospital assigned to Green- 
ville. By mid-September this hospital will be converted 
to a mobile unit designed to train medical personnel 
in those cities with emergency hospitals. 

The value of these 200 - bed Civil Defense Emer- 
gency Hospitals (CDEH), according to Mr. Culbert- 
son, is immeasurable. Many of the state’s larger hos- 
pitals are located in or near metropolitan centers 
designed as likely enemy target areas. This means 
that if war should strike many of the regular hospitals 
would be destroyed or damaged beyond use. But the 
emergency hospitals, stored in protected location, 
could provide the medical facilities needed to care 
for many of the sick and injured. 

The CDEH is a “packaged” hospital containing all 
the equipment essential for operating a 200-bed gen- 
eral hospital. Although items such as the X-ray unit, 
operating tables, cots and surgical instruments are 
plain in design, they are comparatively inexpensive, 
rugged and functional. 

The present CDEH units are an adaptation of the 
mobile Army surgical hospital developed and tested 
during the Korean War. Continuing improvements 
have been added since 1952 and the CDEH has been 
converted to civilian rather than military needs. Sup- 
plies and equipment for the hospitals are maintained 
through continuous procurement programs and by 
rotation and replacement of certain supplies (drugs ) 
as they become outdated. 


SOCIAL SECURITY 

Physicians will not be placed under social security 
this year. 

The health care for the aged measure approved by 
Congress does not contain this provision. The original 
bill as it passed the original bill as it passed the 
House would have brought under social security for 
the first time self-employed physicians, and medical 
and dental interns. However, the Senate Finance 
Committee knocked the provision out and it was 
not reinstated. 


A. M. A. News 


INDIANA DOCTOR RETURNS HOME 
TO NATIVE GEORGETOWN 

A native Georgetonian, who earned a real niche in 
the memories of his adopted Indiana home, has re- 
turned to live at home. 

A veteran surgeon-diagnostician and civic leader 
in Evansville, Ind., Dr. William Ehrich is establishing 
his home in the Georgetown area where he was born 
January 11, 1881. 

Dr. Ehrich contributed greatly to the growth of 
medical services in Evansville. 
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In Evansville, where he is known as one of the 
city’s leading surgeons, a urological surgery in a new 
hospital wing is being dedicated in his honor. 

Dr. Ehrich was chief of staff of Deaconess Hospital 
in Evansville for several years and established the 
hospital’s first radiology department. 

Two Charleston doctors will participate in the 
annual meeting of the Southern Medical Association 
in St. Louis October 31—November 3, 1960. 

Dr. Cheves McC. Smythe, Department of Medi- 
cine, Medical College of South Carolina, will partici- 
pate in a Pyelonephritis Symposium to be held in 
conjunction with the meeting. Dr. Smythe, with other 
leading experts on diagnosis and treatment of pyelo- 
nephritis will participate in a round-table panel dis- 
cussion moderated by Dr. George Schreiner, Associate 
Professor of Medicine, Georgetown University, Wash- 
ington, D. C. 

Dr. Clay W. Evatt of Charleston, S. C., will speak 
on “Congenital Cataracts” before the Section of 
Ophthalmology and Otolaryngology of the Southern 
Medical Association on October 31st. 








DR. GARRISON OPENS OFFICE 


Dr. Paul H. Garrison has opened an office in the 
Medical Arts Building, Greenwood, S. C., specializing 
in ear, nose, throat, and facial surgery. 

Dr. Garrison is a native of Gaffney. A graduate of 
the Medical College of South Carolina, he interned 
at Spartanburg General Hospital. He was a general 
practitioner in Greenwood for a period of two years 
before leaving his practice for specialized study. 

ANNOUNCEMENT OF REGULAR CORPS 

EXAMINATION FOR MEDICAL OFFICERS 

UNITED STATES PUBLIC HEALTH 
SERVICE COMMISSIONED CORPS 


Competitive Examinations for appointment of phy- 
sicians as Medical Officers in the Regular Corps of 
the United States Public Health Service Commissioned 
Corps will be held throughout the United States on 
January 31, and February 1 and 2, 1961. 

Appointments provide opportunities for career ser- 
vice in clinical medicine, research, and preventive 
medicine-public health. They will be made in the 
PHS officer grades of Assistant Surgeon and Senior 
Assistant Surgeon, equivalent to Navy ranks of 
Lieutenant (j.g.) and Lieutenant, respectively. 


FACILITIES URGED FOR RETARDED 
CHILDREN 


Planning for location of another training school for 
mentally-retarded children in South Carolina was 
recommended recently by Dr. B. O. Whitten, super- 
intendent of Whitten Village, near Clinton. 

Whitten told the committee on Mental Health and 
Institutions the school should be located in the 
vicinity of Charleston so it could be near the facilities 
of the state medical college. 
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Whitten Village is at capacity now, he said, with 
a long waiting list. 

He also suggested that provision be made at the 
new institution for aphasics and emotionally-dis- 
turbed children because Whitten Village cannot ac- 
cept them at present. 

Whitten said he realized the new institution could 
not come “over night” but said plans for it should 
be formulated now. 

Also appearing before the committee was Dr. 
William S. Hall, superintendent of the State Hospital 
and acting superintendent of Pineland Training School 
for Negroes. Hall reported Pineland now has 404 
trainees, 44 more than capacity, with 140 on the 
waiting list. 

He told the group the institution needs additional 
aids and a number of building needs, including an 
infirmary-hospital and two dormitories. Estimated cost 
was $1,000,000. 

The committee also heard from John Zuidema, 
mental health consultant with the S. C. Mental Health 
Commission who will work with the group during its 
study of the mentally-retarded. He recommended that 
when no community resources exist, placing the chil- 
dren in institutions “is often the only resource.” But, 
he said, he feels the committee should place special 
emphasis on the community services “which can make 
institutional placement 
tardates.” 

In reply to questioning, Zuidema said there is not 
enough rehabilitation of those in institutions now and 
with more emphasis on this phase, space could be 
cleared for others. 


unnecessary for most re- 


THE MONTH IN WASHINGTON 


The federal government is offering states liberal 
matching funds to provide health care for needy and 
near-needy persons 65 years of age and older. 

The program, which Congress approved in the 
bob-tailed post-convention session, is supported by 
the American Medical Association and allied health 
groups. 

Congressional approval of the federal-state program 
marked a victory for the medical profession and a 
defeat for Democratic Presidential Nominee John F. 
Kennedy, the AFL-CIO and other advocates of the 
Social Security approach to the problem. 

In a key vote on the issue, the Senate rejected by 
a 51-44 vote a Kennedy proposal that would have 
provided hospitalization and medical care for the 
aged under the Social Security system. The Kennedy 
plan would have required an increase in payroll taxes. 

Republicans and Southern Democrats joined in the 
Senate to defeat the Social Security approach which 
was opposed vigorously by the medical profession. 

Under the legislation as signed into law by Presi- 
dent Eisenhower, (1) substantial increases are author- 
ized in federal grants to states to help with health 
care expenses of the 2.4 million persons on old age 
assistance rolls, and 

(2) Federal matching funds are offered the states 


to finance a new program of health care for an esti- 
mated 10 million aged persons who are not on relief 
but whose incomes may be inadequate to take care 
of all their health costs. 

Start of the program was authorized for October 1 
for those states where new state legislation is not 
required. 

Administration of the program rests entirely with 
the states, subject to Federal approval in broad terms. 
It is up to each individual state whether it partici- 
pates. Eligibility standards for beneficiaries and what 
health care services are provided are matters for the 
states to decide. 

If a state so chooses, it can take care of all the 
health needs of an eligible beneficiary. The law 
authorized in-patient hospital services; skilled nursing 
home services; physicians’ services; outpatient or 
clinic services; home care services; private duty nurs- 
ing services; physical therapy and related services; 
dental services; laboratory and x-ray services; pre- 
scribed drugs, eyeglasses, dentures and prosthetic de- 
vices; diagnostic screening and preventive services, 
and any other medical care or remedial care recog- 
nized under state law. 

For medical expenses of persons on old age 
assistance rolls, the federal government will con- 
tribute 50 to 80 per cent—with states with low per 
capita income getting the larger percentages of fed- 
eral aid—of an amount equal to $12 multiplied by the 
number of old age assistance recipients in a particular 
state. 

The matching formula will be the same for financing 
the health care of the near-needy but there is no $12 
limitation figure. 

Health, Education and Welfare officials estimated 
first-year costs of the program at $262 million—$202 
million federal and $60 million state. Annual costs are 
estimated to rise by the end of the fifth year to $340 
million federal and $180 million state. However, these 
estimates admittedly are no more than educated 
guesstimates because so much depends upon state 
action. 

It was estimated that in South Carolina maximum 
participation and a state contribution of $2,000 would 
bring in $1.6 million in federal matching funds in the 
first year of the program. 


A. M. A. Washington Office 


The Annual Meeting of the South Carolina Pedi- 
atric Society was held at the Hotel Columbia, Colum- 
bia, South Carolina on September 12 and 13, 1960. 
Dr. Charles H. Zemp, Jr., President, presided. Guest 
speakers were Dr. Nelson K. Ordway, Professor of 
Pediatrics, Yale University School of Medicine and 
Dr. Lawson Wilkins, Professor of Pediatrics and 
Director of Endocrine Section of Department of 
Pediatrics, Johns Hopkins. Member speakers were 
Dr. William Weston, Jr., Dr. Ann Morgan and Dr. 
Walter M. Hart. The last gave a report on the White 
House Conference. 
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BLUE CROSS -BLUE SHIELD 





Two new color slide films and a black and white 
16 mm movie are now available from South Carolina 
Blue Cross-Blue Shield for showing to employees, 
Service Clubs and other local groups. 

“Little Herman’s Operation”, the Blue Cross Film, 
explains the major factors contributing to the cost of 
hospital care and reviews the remarkable progress 
that has been achieved in hospital care during the 
past twenty years, the Film depicts step by step the 
story of a typical hospital operation. 

“The Guardians”, pertaining to Blue Shield, points 
up the importance of medical care in our daily lives 
and presents an historical review of medical practice 
from ancient times until the present. 

“Decision”, another Blue Cross movie depicts the 
problems of cost as confronted by the hospital ad- 
ministration and the Board of Trustees. The Film 
was produced in a hospital and graphically illustrates 
the functions of the different departments and their 
importance in providing care for patients. 

Any organization wishing to arrange for a speaker 
and film showing is invited to contact the Public Re- 
lations Department, Blue Cross - Blue Shield, 709 
Saluda Avenue, Columbia, South Carolina. 





ANNOUNCEMENTS 





DUKE POSTGRADUATE CRUISE 


The 5th Medical Seminar Cruise to the West Indies 
sponsored by Duke University School of Medicine 
will be held November 9-18, 1960. The medical sem- 
inar constitutes 20 hours credit of acceptable Category 
I Postgraduate Requirements A.A.G.P. A certificate 
for the number of hours of credit will be issued if 
desired. Instruction will be held on board ship, M. S. 
Kungsholm, and the program should be of interest to 
the specialist as well as the generalist. 

For further medical details, address Director of 
Postgraduate Education, Duke University School of 
Medicine, Durham, North Carolina. For registration 
and cruise information, write Allen Travel Service, 
Inc., 565 Fifth Avenue, New York 17, N. Y. 

The Kungsholm leaves from New York November 
9th. Rates from $230. 


UNC SCHOOL OF MEDICINE 
FOURTH ANNUAL SYMPOSIUM 
November 17-18 — Chapel Hill 
Postgraduate Course in Gastroenterology 
Small Group Teaching and Panel Discussions Will Be 
Emphasized 
In Studying Diseases Causing Primary or Secondary 
Disturbances of Digestive Tract Functions 


OctoseEr, 1960 


Staffed by the Division of Gastroenterology and the 
Department of Surgery of the UNC School of 
Medicine, and guest participants. 


The Department of Ophthalmology, Emory Uni- 
versity School of Medicine, will sponsor a post gradu- 
ate- course in ophthalmic surgery to be held on 
December 1 and 2, 1960, in the auditorium of the 
Grady Memorial Hospital, Atlanta, Georgia. 

Dr. Frank D. Costenbader, Senior Attending and 
Chairman of the Department of Ophthalmology, Chil- 
dren’s Hospital, and Senior Attending Ophthalmolo- 
gist, Washington Hospital Center, Washington, D. C.,; 
Dr. John M. McLean, Professor of Ophthalmology, 
Cornell University School of Medicine, New York, 
New York; and Dr. Harold G. Scheie, Professor of 
Ophthalmology, University of Pennsylvania School of 
Medicine, Philadelphia, Pennsylvania will be the 
guest lecturers. 

Diagnostic principles and techniques, preoperative 
and postoperative management, and surgical prin- 
ciples and techniques in extraocular muscle surgery, 
cataract surgery and glaucoma surgery will be dis- 
cussed by this distinguished faculty. 


Four national courses to train medical and health 
personnel for emergency services will be held during 
the current fiscal year by the U. S. Public Health 
Service and the Office of Civil and Defense Mobiliza- 
tion. 

Three of the courses are being offered for the first 
time. These will be for hospital administrators, 
registered nurses, and environmental health personnel. 
The fourth is a repetition of basic health mobilization 
training for physicians and health-related professions 
which was introduced to the public last April, May, 
and June. 

All courses cover basic civil defense concepts, cur- 
rent information on biological, chemical, and radio- 
logical warfare, and community disaster planning. 
Emergency services training includes the setup and 
operation of a Civil Defense Emergency Hospital, 
treatment of water to make it safe for use, de- 
contamination of food and milk, mass casualty care, 
and medical self-help. Faculty will be composed of 
governmental and nongovernmental experts in the re- 
spective fields. 

Tuition and housing are provided without cost to 
students and approximately one-half the necessary 
travel expenses can be reimbursed through OCDM 
student training expense funds. Enrollments are 
limited to permit proper student-faculty ratios. Ap- 
plications should be made through State Civil De- 
fense Directors. 

Courses scheduled are: 

1. Health Mobilization Program for Emergency 
Hospital Management, December 4-9, 1960, 
OCDM Eastern Instructor Training Center, 
Brooklyn, New York. (Course carries profes- 
sional endorsement of the American Hospital 
Association. ) 
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2. Nursing Aspects of Health Mobilization, April 
23-28, 1961, OCDM Staff College, Battle Creek, 
Michigan. 

3. Environmental Health Aspects of Health 
Mobilization, April 23-28, 1961, Battle Creek, 
Michigan. (Courses 2 and 3 held concurrently 
to permit joint sessions in some subjects. ) 

4. Health Services Aspects of Health Mobilization, 
May 7-12, 1961, OCDM Eastern Instructor 
Training Center, Brooklyn, New York. 

Further information on training courses and other 
Health Mobilization activities may be obtained from 
State Health Departments or Civil Defense Offices, 
or from Regional Offices of either the Department of 
Health, Education, and Welfare or Office of Civil 
and Defense Mobilization. 


SOUTHERN MEDICAL ASSOCIATION 
St. Louis, Missouri — October 31-November 3, 1960 
FOR INFORMATION AND RESERVATIONS 
Convention Reservation Bureau 
Southern Medical Association 
911 Locust Street, Room 406 


Saint Louis 1, Missouri 


SOUTHERN SOCIETY FOR PEDIATRIC 
RESEARCH 

A new Southern Society for Pediatric Research has 
been formed and will hold its first meeting on 
October 29 and 30 in Nashville. 

The aim of the new organization will be to pro- 
mote basic and clinical research oriented toward the 
field of pediatrics in the southern region and to serve 
as a forum for those interested in Pediatric education. 
This meeting will be open. Full time and part time 
members of Pediatric Departments, practitioners, and 
residents are invited. The membership will probably 
be elective. 


SOUTHEASTERN STATES 1960 CANCER 
SEMINAR 
17 Lake Street, Orlando, Fla 
Cherry Plaza 
November 16-18 


ELEVENTH COUNTY MEDICAL 
SOCIETIES 
CONFERENCE ON DISASTER 
MEDICAL CARE 
FEATURING 
USPHS HEALTH MOBILIZATION 
FOR DISASTER 
SPONSORED BY 
COUNCIL ON NATIONAL SECURITY 
AMERICAN MEDICAL ASSOCIATION 
NOVEMBER 4-6, 1960 
PALMER HOUSE, CHICAGO 


Premature Demonstration Center 
Jackson Memorial Hospital, Miami, Florida 
December 15-16, 1960—two-day course for 

physicians. 

Intensive program on latest development ir care, 
management and theory of the problems of pre- 
maturity. (credit by American Academy of General 
Practice to be announced later). 

This program will include lectures and demonstra- 
tions on various phases of premature care. There will 
be discussions on feeding, skin care, infection, handi- 
caps of prematurity. Practical experience will be a 
part of the course. 

Additional information from: 

Bureau of Maternal and Child Health 
Florida State Board of Health 

Post Office Box 210 

Jacksonville 1, Florida 


ACADEMY OF GENERAL PRACTICE 


The Mecklenburg County Chapter of the North 
Carolina Academy of General Practice announces a 
Post-Graduate Seminar with Round-Table discussions 
at the Hotel Charlotte, Charlotte, N. C., Nov. 3, 1960. 
Six hours of Category I credit. The morning session 
will include talks by Dr. James Donaldson of Temple 
University, Dr. Isadore Dyer of Tulane, Dr. Edward 
Litin of the Mayo Clinic, and Dr. W. C. Davison of 
Duke University. The afternoon will be given over 
to three round-tables and will be concluded by a 
reception at 5:30 p. m. 





DEATHS 





DR. E. E. HERLONG 

Dr. Everette Eldrede Herlong, 64, of Rock Hill 
died August 6th at the York County Hospital after 
an illness of several months. 

Dr. Herlong was born in Saluda and reared in 
Johnston. He was a graduate of Wofford College, the 
South Carolina Medical School, and was fellow asso- 
ciate of the College of Surgery in Philadelphia. He 
practiced medicine in Florence for three years and 
moved to Rock Hill in February, 1929. 

He was a member of South Carolina and York 
County Medical Associations; was a past president of 
the Lions Club, past member of the Rotary Club, past 
president of the South Carolina Urology Association, 
past member of the board of trustees of Rock Hill 
School District, and for 15 years was team physician 
for the Rock Hill Bearcats. 


DR. WILLIAM E. BICKLEY 
Dr. William E. Bickley, 69, who had practiced 
medicine in Pendleton and Anderson County for 36 
years, died August 7th at a Valdosta, Ga. hospital. 
Dr. and Mrs. Bickley were visiting a daughter i 
Valdosta when he became ill. 
A native of Newberry County, he was a graduate « 


= 
= 


fo) 
> 


436 THE JOURNAL OF THE SOUTH CAROLENA MEDICAL ASSOCIATION 








Newberry College and the Medical College of the 
University of Maryland. 

He was a veteran of, both World Wars and re- 
ceived the Distinguished Service Cross and the Silver 
Star in World War I. 


DR. CLARENCE M. WORKMAN 


Dr. Clarence M. Workman, Sr., 71, physician of 
Cross Anchor, died at his home August 15th. Death 
was attributed to a heart attack. 

Dr. Workman had been a practicing physician in 
the Cross Anchor and Enoree community for the past 
48 years, 20 years of which he operated an office at 
Riverdale Mills in Enoree. 

Dr. Workman was a graduate of Furman Univer- 
sity. He graduated from the Medical College of 
South Carolina where he was a member of Alpha 
Kappa Kappa fraternity. 

After graduation from Furman he played for the 
Greenville Spinners and was a member of their league 
championship team in 1910. He continued to play 
pro ball until he was signed by the Cleveland 
Indians, when he decided to give up baseball to study 
medicine. Dr. Workman is listed in “Who’s Who” in 
American medical doctors. 

Survivors include his son Dr. Clarence M. Work- 
man, Jr., a surgeon in Greenville. 


DR. C. W. BAILEY 

Dr. C. Williams Bailey, 64, who retired last July 
after 37 years as one of Spartanburg’s leading pedi- 
atricians, died at his home in Boca Raton, Fla., of a 
heart attack. 

Dr. Bailey left his practice in Spartanburg last 
year to join his son, C. W. Bailey, Jr. in the real 
estate business in Florida. 

He was reportedly one of Spartanburg’s first recog- 
nized pediatricians and was instrumental in stemming 
a diphtheria epidemic over 25 years ago. He main- 
tained an office on Hall Street until the time of his 
retirement. 

Dr. Bailey came to Spartanburg in 1923, just two 
years out of the South Carolina Medical College at 
Charleston. 

His first practice was with Dr. C. Lesesne Smith 
(Dr. Lesesne Smith’s father) in Saluda, N. C. 

Dr. Bailey was born in 1896 at Georgetown. 

The physician was a member of the American 
Academy of Pediatrics, the American Board of 
Pediatricians and the American Medical Association. 

He was a member of the South Carolina Medical 
Association and Past President of the Spartanburg 
County Medical Society. 


DR. W. R. BARRON 
Dr. William R. Barron, retired physician and re- 
ligious leader and long a dedicated citizen of the 
community of Columbia, died August 5th at his 
home. He had not been in good health for several 
years. 


Dr. Barron was born September 7, 1883 in Man- 
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ning. He was a graduate of the Medical College of 
the State of South Carolina in the class of 1908. The 
first physician in South Carolina to specialize in 
urology, Dr. Barron entered the fulltime specialty in 
this field in Columbia in 1914. He was one of the 
founders and charter members of the Southeastern 
Urologic Association. He was also a member of the 
American Urological Association, the American Board 
of Urology, the American Medical Association, South- 
ern Medical Association, S$. C. Medical Association, 
and the Columbia Medical Society. In 1948, a por- 
trait of Dr. Barron was presented to the Baptist Hos- 
pital by his friends among the medical and nursing 
professions and the laity. 

Dr. Barron manifested his interest for many years 
in various phases of Columbia’s life, but especially in 
the medical and in the religious. In 1947, The Re- 
corder of the Columbia Medical Society of Richland 
County paid tribute to Dr. Barron and in the con- 
cluding paragraph it was said, “Seldom is the love of 
humanity and the practice of the Golden Rule so re- 
flected in the life and work of any one man.” 





FROM THE PRESS 








DR. W. R. BARRON 

A Christian gentleman, unafraid. Such was Dr. 
William R. Barron, beloved physician, devout church- 
man and staunch civic leader, whose earthly life is 
ended, but whose fine influence will live on through 
his good deeds. : 

Skilled in his profession, and widely recognized in 
the field of urology, in which he pioneered in this 
state, he enjoyed for years a large practice, but he 
was never too busy to give of his time and talents to 
the cause of the Christian religion, nor too engaged 
to participate in any movement he thought was for 
the betterment of Columbia and South Carolina. He 
was a great believer in good government and was 
willing to fight courageously for it. He know no 
compromise with wrong. 

A Presbyterian who held the highest offices within 
the gift of his church in South Carolina, and who was 
a pillar in his own Arsenal Hill congregation in Col- 
umbia, he was also a foremost leader in inter- 
denominational lay work in this state. 


Doctor Barron had been a member of the board 
of The State-Record Company since 1937, and for 
three years had been vice president. His wise counsel 
will be greatly missed by his associates, as will be 
the pleasant contacts many of us have enjoyed with 
him for years. 

A kind man with a generous heart, Doctor Barron 
liked people and people liked him. He was a person 
of courteous manner, whose acquaintances were from 
all walks of life. There was none too poor to obtain 
his expert professional services; none too humble for 
him to call friend. So, as he is laid to eternal rest in 
Elmwood this afternoon, there to await “the glorious 
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reveille,” there are many to look back on their asso- 
ciation with him, and to join in paying revered tribute 
to his honored memory. 


—The State 
(Columbia, S. C.) 


DOCTOR’S ADVICE 

A physician’s timely warning to doctors against 
over-charging their patients should apply, of course, 
in any line of free enterprise. 

In most business, competition establishes fair rates. 
In some cases, government regulations fix the amount 
of profit, especially in so-called monopolies such as 
public utilities. In other lines, the policy is to charge 
whatever the traffic will bear. 

When it comes to illness, a patient cannot, safely 
refrain from consulting a doctor as he might deny 
himself a luxury that he cannot afford. When life is 
at stake, money seems less important. 

For these reasons we applaud the remarks of Dr. 
Joseph P. Cain, president of the South Carolina 
Medical Association, in addressing the opening session 
of the Medical College of South Carolina. Dr. Cain 
said he was confident that most Americans do not 
want socialized medicine. 

From what we have heard about socialized medi- 
mine in other countries, we believe it is not good 
either for patients or for physicians. Self-discipline 
among doctors themselves is more desirable than 
government interference. 

Years of training are necessary for competent prac- 
tice of medicine. We do not begrudge doctors—or any- 
one else—a good living. We join Dr. Cain, however, 
in urging professional men to resist the temptation to 
let “enthusiasm for high fees” overrun good judgment. 
The advice is good for other professions, too. 

—The News and Courier 
(Charleston ) 


ASSOCIATE COUNCILLORS OF THE 
SOUTHERN MEDICAL ASSOCIATION 
South Carolina 
Dr. John M. Fleming, 1 Catawba Street, Spartanburg 
Dr. R. W. Hanckel, 96-A Bull Street, Charleston 
Dr. D. Strother Pope, 1116 Henderson Street, Colum- 
bia 5 
Dr. Thomas F. Stanfield, 126 East Earle, Anderson 
Dr. J. Howard Stokes, 161 West Cheves Street, Flor- 
ence 


NEW CLINICAL CENTER STUDIES 
ON COLON AND RECTAL 
CARCINOMA 
The cooperation of physicians is requested in 
studies on colon and rectal carcinoma recently 
initiated at the Clinical Center, National Institutes of 
Health, Bethesda, Maryland. Encouraging results in 
the treatment of gastrointestinal carcinoma have been 
reported using the pyrimidine analogues 5-fluorouracil 
and 5-fluorodeoxyuridine. However, other reports have 

raised the question of their effectiveness. 





Patients can be accepted for these studies if they 
are ambulatory, have normal leukocyte count, renal 
and hepatic function and if they have metastases in 
the lung, peripheral lymph nodes (such as supra- 
clavicular or cervical) or skin. 

Referrals of such patients will be greatly ap- 
preciated. Physicians who wish to have their patients 
considered for study at the National Cancer Institute 
may write or call: 


Dr. Clyde O. Brindley 

or 
Dr. Paul P. Carbone 
National Cancer Institute 
Bethesda 14, Maryland 
( OLiver 6-4000, Ext. 4251 ) 





LOCATE IN FLORIDA MEDICAL 
CENTER. New home dev. 14,000 and 
growing, now without doctors. Opp. for 
G.P., Urol., Ped., Obst. Financing. Con- 
tact SOUTEL PHARMACY, 4940 Soutel 
Dr., Jacksonville 8, Fla. 
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A NEW THERAPEUTIC ENTITY FOR DIARRHEA 


LOMOTIL 








SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
Yo the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 

LOW DOSAGE EFFECTIVENESS 


OF LOMOTIL 


ty weight 


MORPHINE 


EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 





effective in about 1; the dosage of morphine hydrochloride and in about 4 the 
dosage of atropine sulfate 
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PROPULSIVE MOTILITY 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (‘4400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 

Subject to Federal Narcotic Law 


Descriptive literature and directions for use available 
in Physicians’ New Product Brochure No. 81 from 


6.0. SEARLE «co. 
P.O. Box 5110, Chicago 80, Illinois 
Research in the Service of Medicine 
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BOOK REVIEWS 





PRACTICAL PROCTOLOGY. By Louis A. Buie, 
M. D. 2nd Edition. Charles C. Thomas. Springfield, 
Ill. 1960. Pp. 737. Price $22.50. 

For the doctors of this state, this book by a famous 
proctologist who was born in South Carolina will 
naturally possess a special attraction. For all pro- 
gressive doctors who desire to learn more about the 
anorectum, the seat of painful and, often, serious 
trouble, Practical Proctology will merit a particular 
appeal. 

This easily read book, fully measuring up to its 
title, can be heartily recommended as a_ practical 
guide in the management of proctologic disorders. 
Simply expressed and readily understood, the pages 
abound with helpful pointers in diagnosis and treat- 
ment, and reflect the sound concepts which have 
made Dr. Buie world famous. As Dr. Buie states in 
the preface, the book, “is based on the practical ex- 
perience derived from almost forty years of devotion 
to a specialty that few were willing to regard as such 
when the author entered it.” 

Many times and in a variety of ways, Dr. Buie 
plugs for more thorough examinations of the ano- 
rectum. One such paragraph is a standout: “Why is 
it that some physicians are so reluctant to examine 
the rectum? lis it because they believe that they are 
being considerate of the feelings of their patient who 
feels that the experience is unpleasant and em- 
barrassing, or is it because physicians themselves 
have such a profound aversion for the experience? At 
the risk of editorial criticism, but to emphasize the 
importance of the physician’s attitude, I will add 
the following: I will gladly insert my finger into the 
rectum of a person, professionally, with whom I 
would not care to shake hands, socially. Furthermore, 
when an adult person consults me regarding rectal 
disability, I assume that he has a carcinoma until it 
is proved that one does or does not exist”. 

This well illustrated book is a classic. Practical 
Proctology seems destined to become a venerated 
authority for proctologists and a valued source of 
enlightment for others seeking knowledge of 
proctology. 


Leon Banov, Jr., M. D. 


PARDON MY SNEEZE: THE STORY OF AL- 
LERGY by Milton Millman, M. D., Frye and Smith 
Limited, San Diego, California, 1960. 215 pp. Price 
$4.00. 

An understanding of allergy and the various in- 
fluences involved in allergic disorders is often of 
great help to the patient in controlling his allergic 
problem more effectively. Adequate patient education 
by the physician who treats allergic disease does bene- 
fit most patients but because it is sometimes con- 
suming, the physician cannot be as informative as 


may be desired. An easily read and informative dis- 
cussion of allergic disease would seem to be of great 
use for such a purpose. 

This book is a very effective effort by the author 
to present to the lay public information regarding the 
allergic state and the mechanisms of allergy, the re- 
lationships of the autonomic nervous system to al- 
lergic disease, as well as information regarding the 
diagnosis and treatment of allergic diseases. In ad- 
dition, discussion of food allergy, allergic disorders of 
the respiratory tract, and skin are well presented. 
Recommendations as to the avoidance of environ- 
mental allergens, the use of food diaries, and of diets 
are included. Many questions which come to the 
mind of the average patient with asthma or to the 
parent of the allergic child are clarified in easily 
understood explanation. , 

In the opinion of the reviewer, this volume is read- 
able, informative, and accurate and may be recom- 
mended to those who desire more information con- 
cerning allergic disorders. 


Kelly McKee, M. D. 


THORACIC SURGERY BEFORE THE 20th CEN- 
TURY by Dr. Lew A. Hochberg, Vantage Press, Inc., 
New York 1, N. Y. 1960. Price 

This is an interesting account of the recorded 
knowledge pertaining to thoracic surgery since the 
beginning of time. It starts with the recordings per- 
taining to diseases of the chest in the so-called Smith 
Papyrus. Thereafter, the beliefs and teachings of all 
of the old well-known names including Hippocrates, 
Celsus, Galen, Paracelsus, Paré, Vesalius and numer- 
ous others are cited. From the end of the Dark Ages 
through the end of the 19th century there are numer- 
ous further quotes and an array of numerous well- 
known and lesser well-known names, including those 
of Velpeau, Laennec, Larrey, Estlander and Schede. 
Since thoracic surgery as we know it today is of 
fairly recent development, of necessity the work 
treats of endless descriptions of injuries including 
fractures and wounds, and of infections. Of course 
the treatment of empyema occupies a great part of 
the volume. There are numerous illustrations of all 
types of cannulae and trocars, knives and cauteries 
that were ever devised to deal with the drainage of 
fluid in the pleural cavity. In addition to the chap- 
ters pertaining to thoracic surgery in its various phases, 
there are extremely interesting chapters on the con- 
tributions to the advancement of thoracic surgery, 
consisting of physical diagnosis, antisepsis, and asepsis, 
anesthesia, pulmonary function, endoscopy and x-rays. 
The work appears to be completely authoritative. The 
bibliography is extensive and the index is exhaustive. 

It is recommended highly as a reference for any- 
one interested in the more remote history of thoracic 
surgery. 


Edward F. Parker, M. D. 
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